South African 


Medical Journal & 


Organ of the Medical Association of South Africa 


Incorporating the South Africon Medical Record and the 
Medical Journal of South Africa 


Registered at the General Post Office os a newspaper 


S.-A. Tydskrif 


vir Geneeskunde 


Blad van die Mediese Vereniging van Suid-Afrika 
Waarby ingelyf is die South African Medical Record and the 
Medical Journal of South Africa 


led 


By die p os k geregist 


Kaapstad, 16 Oktober 1954 


Cape Town, 16 October 1954 Vol. 28 No. 42 


Weekly 2s. 6d. Weekliks 2s. 6d. 


IN THIS ISSUE—IN HIERDIE UITGAWE 


Editorials : Van die Redaksie 


Copper 
Koper 
Squamous cells in urine 


Original Articles : Oorspronklike Artikels 


Surgical Correction of Aortic Stenosis 

The Administration of a Psychiatric Service in a General Hospital 

Teething Patterns in Infancy 

Hospitals Abroad. Impressions and Experiences of a recent visit 
to Europe and the United States of America 

Revision Series Il: The Indications for Forceps and a Survey of 
330 Forceps Deliveries 

Agricultural Foundations of Nutrition— IX, Sea Foods 


Passing Events: In die Verbygaan 
In Memoriam : Harold Damant Atherstone 
Reviews of Books : Boekresensies 


Association News : Verenigingsnuus 

Dr. A. Marais Moll: An Appreciation 
Syphilis and Life Expectancy 
Correspondence : Briewerubriek 


Support Your Own Agency Department (P. xxviii) 
Ondersteun u Eie Agentskap-Afdeling (BI. xxviii) 


Professional Appointments (Pp. xxviii-xxxii) 
Professionele Betrekkings (Bl. xxviii-xxxii) 


ealm that eough with ‘PHENSEDYL’ 


PROMETHAZINE COUGH LINCTUS 


*Phensedyl’ combines the powerful antihistamine, central 
sedative and local analgesic effects of promethazine with the 
depressant action of codeine on the cough reflex and the 
property of ephedrine of relaxing the bronchioles. 
‘Phensedyl’ is both attractive in appearance and pleasantly 


SUPPLIES: 
BOTTLES OF 4 AND 25 FL. OZ. 
Detailed information is available on request. 


MANUFACTURED AND DISTRIBUTED IN SOUTH AFRICA BY 


MAYBAKER (S.A.) (PTY.) LTD - P.O. BOX 1130 - PORT ELIZABETH - TEL. 89011 (3 LINES) 


: te 
= 
On 
@ 
MA.2128 
- 


ii S.A. MEDICAL JOURNAL 16 October 1954 


Init 
Medisan 
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and skin diseases. It is non-irritant and safe to use on the 
most delicate skin. Medisan Deodorant Soap containing 
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Following extensive animal 


and human clinical trials, 


‘Nyxolan’ now provides 


entirely non-toxic, freely 


acceptable, reliably thera- 


peutic management of 
threadworm infestation 


*‘NYXOLAN’ 
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* 
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8-hydroxyquinoline sulphate [A] (C,H,ON), 3H,SO,.] 
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FORM AND POSOLOGY. ‘Nyxolan’ is presented in liquid form, the active ingredient 
being incorporated in a syrup which ensures ready acceptance by children. 
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For HYPERTENSION 


g PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


Q PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 
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‘Total intravenous alimentation 
[with Amigen, glucose, electrolytes 
and vitamins] completely arrested 
or reduced drainage from the intestinal 
fistulas in the six reported cases. 
These feedings maintained electrolyte 
balance and controlled local drainage 
while the fistulas healed or were 
corrected by surgery.”? 


Hull, H. C., and Barnes, T. G.. 
Ann. Surg. 133. 644-649, 1951, 


from mog¥ than 500 published reports 


\MIGEN 


MEAD JOHNSON & COMPANY. 


To meet different protein and caloric needs, 
the following Amigen® solutions are available: 
Amigen 5%, Dextrose 5% 
Amigen 5%, Dextrose 5%, Alcohol 5% 
Amigen 5%, Dextrose 10% 


Amigen 346%, Dextrose 345% 
in % Lactated Ringer's Solution 


The sterile disposable infusion set for use with 
Amigen solutions. Convemient and economical. 


Trade Enquiries: JOHNSON & JOHNSON (PTY.) LTD., P.O. BOX 727, EAST LONDON. 
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LACTOGEN | COW'S MILK 


lacto OGEN 


for infant feeding 


Advantages: 

* 1. Scientifically balanced analysis. 2. Standard and 
constant composition. 3. Freedom from _bacteriologi- 
cal contamination. 4. Easy digestibility. 5. Lasting 
freshness. 6. Simple preparation. 7. Contains added 
Vitamins A and D. 8. Mineral content supplemented 


by the addition of a small but sufficient amount of iron 
(Ammonium Citrate). 


* Comparative Analysis: 


BREAST MILK LACTOGEN COW'S MILK 
(Average) *(Reconstituted) (Average) 
FAT 3.50% 3.03% 
PROTEIN as 1.25% 3.4% 
LACTOSE ae 7.00% 6.64%, 47% 
MINERAL SALT .20% A5% Pa 
WATER . 87.77%, 87.7% 


(*LACTOGEN reconstituted with 7 parts of water by weight) 


Comparison 
of the 
Curds formed 
during 
digestion 


With LACTOGEN, the large 

solid clot of cow's milk is 

replaced by a finely divided 

curd resembling that of human 
milk. 


If breast feeding is inade- 
quate or fails, LACTOGEN 
can safely replace breast 
milk either partly or com- 
pletely. It is a spray-dried 
full cream milk modified so 
that on reconstitution with 
water, a milk mixture closely 
resembling human milk in 
percentage composition is 
obtained. 
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Cortisone vs. Salicylate in Rheumatoid Arthritis 


Latest clinical report proves cortisone no better than 
aspirin in the treatment of rheumatoid arthritis. 


On May 29th, 1954, the Joint Committee of the 
Medical Research Council and Nuffield Foundation 
published a most significant finding on arthritis therapy 
—that “for practical purposes” there appears to be 
“surprisingly little to choose between cortisone and 
aspirin.” 


“Sixty-one patients in the early stages of rheumatoid 
arthritis . . . have been allocated at random to treatment 
with one or other agent (cortisone 30 cases, aspirin 31 
cases)... 


“Observations made one week, eight weeks, thirteen 
weeks, and approximately one year after the start of 
treatment reveal that the two groups have run a closely 
parallel Course in nearly all the recorded characteristics 
—namely, joint tenderness, range of movement in the 
wrist, strength of grip, tests of dexterity of hand and 
foot, and clinical judgments of the activity of the disease 
and of the patient's functional capacity.” ! 


These findings spotlight an earlier report that “aspirin 
in large doses has definite beneficial results closely akin 
to those received from ACTH.” 2 


High gastric intolerance to aspirin noted among arth- 
ritics—a problem easily met by the use of BUFFERIN. 


In this latest study, the side-effects recorded for both 
groups “‘were equal in the early months of treatment, 
but became less in the aspirin group as time passed.” * 


Of clinical significance, however, is the high percent- 
age of gastric intolerance to straight aspirin found among 
the arthritic patients—42°, as against 3 to 10°, vari- 
ously reported for the general population.*: * 


Earlier investigations reveal the disadvantages of 
using sodium bicarbonate with aspirin—namely, the 
lowering of blood salicylate levels and the possible 
retention of the sodium ion.* 


BUFFERIN offers an answer to this problem. 


Unlike straight aspirin, BUFFERIN is well tolerated, 
even when given in large doses.* 


BUFFERIN contains no sodium. It combines aspirin 
with two antacid and buffering agents which protect the 
gastric mucosa against irritation from salicylates—at the 
same time providing faster absorption of salicylates 
into the blood stream. 

REFERENCES: 1. Brit. M. J. 1:1223 (May 29) 1954. 2. M. Times 


81:41 (Jan.) 1953. 8. J. Am. Pharm. Assoc.. Sc. Ed. 39:21, 
4. Ind. Med. 20:480 (Oct.) 1951. 


. because BUFFERIN provides relief of arthritic 
pain without upsetting the stomach. 


.. because BUFFERIN’s antacids effectively prevent 
gastric irritation and speed the absorption of 
BUFFERIN's Igesic i dient 


. because BUFFERIN’s antacids do not lower the 
blood salicylate levels, as does sodium bicar- 
bonate. 


Each BUFFERIN tablet combines aluminum glycinate and 
magnesium carbonate with 5 grains of acetylsalicylic 
acid. Available in bottles of 12 and 36 tablets. 


Samples available 
from the distributors: 


BRISTOL-MYERS PTY.) LTD. 10, 


BUFFERIN should be used for the long continued 
salicylate dozage required by ARTHRITICS 


VERWEY 


SUFFER! 


ACTS TWICE AS FAST AS ASPIRIN 


BUFFERIN 


DOES NOT AFFECT THE STOMACH 


STREET, TROYEVILLE, JOHANNESBURG. 
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the ethical name 


Preceptin Vaginal Gel: contraceptive gel 
for se witi ut a diaphragm. 

Package A: 3 oz. tube, with Ortho Applicator. 

Package B: 3 oz. tube. 


Ortho-Gynol contraceptive jelly. 
Package A: 3 oz. tribe, with Ortho Applicator. 
Package B: 3 oz. tube. 


Ortho-Creme : contraceptive cream. 
Package A: 2% oz. tube, with Ortho Applicator. 
Package B: 2% oz. tube. 


Ortho-Gynol Set : 

3 oz. tube of Ortho-Gynol 

Ortho Diaphragm in sizes 55 to 95 

Ortho Diaphragm Introducer } (in 5 mm. gradations). 


Ortho-Creme Set : as Ortho-Gynol Set with 
cube of Ortho-Creme instead of Ortho-Gynol in sizes 55 to 
95 (in S mm. gradations). 


Ortho Diaphragm Duo-Pack : containing: 


Ortho C aphragm in sizes 55 to 95 (in 5 mm. gradations), 
Trial size Ortho-Gynol. 
Trial size Ortno-Creme. 


Ortho Diaphragm = coil spring, sizes 55 to 95 
(in 5 mm. gradations). tacked in plastic box (fitting ring 
sets on application). 


Ortho-Applicator : for vaginal application of 
measured dose (5 cc.) Ortho-Gynol, Ortho-Creme or 
Preceptin Vaginal Gel. 


Ortho Diaphragm Introducer: individual 
introducers to accommodate diaphragms sizes 55 to 95 (in 
5 mm. gradations). 


Literature and Samples on request. 


Pharmaceutical Limited 
ENGLAND 
Makers of Gynaecic Pharmaceuticals 


Sole distributors : 

ETHICAL PRODUCTS (PTY.) LTD. 
Ethical Division of Johnson & Johnson (Pty.) Ltd. 
P.O. Box 727 East London. 
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An entirely new anticonvulsant, ‘ MYSOLINE’ 
combines high activity with low toxicity, a wide 
margin of safety and absence of hypnotic effect 
when treatment is established. Furthermore, the 
patient often shows an improvement in mental 
outlook and well-being, which enables him to 
take a renewed interest in normal activities. 
*MYSOLINE’ is active in all forms of epilepsy, 
especially grand mal and psychomotor types. It is 
also of value in some cases of petit mal. 

Issued in tablets of 0.25 gramme for oral administration. 


Containers of 100 and 1,000. Literature and further information 
on * Mysoline’ is available on request. 


MYS oO I N E the NEW anticonvulsant 


PRIMIDONE TRADE MARK 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


WILMSLOW, MANCHESTER (A subsidiary company of Imperial Chemical Industries Limited) 


Distributed by: 


1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 


Pan Africa House 75 Troye Street P.O. Box 7796 Johannesburg 
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SURGICAL CORRECTION 


Aortic stenosis is a less uncommon lesion than was 
formerly thought. Of the valvular heart lesivus it is 
second only to mitral involvement. We recognize 
congenital and acquired forms. 

I. The congenital stenosis of the aortic orifice as 
presented by Taussig, can be subdivided under not less 
than 7 headings. With the exception of the pure con- 
genital aortic valvular stenosis, they do not at present 
concern the cardiac surgeon. 

Il. In relation to the acquired aortic stenosis there 
are 2 chief aetiological factors, namely (1) arterio- 
sclerotic or degenerative—leading to calcification and 
nodular changes of the valve with stenosis—and (2) 
rheumatic or infectious. 

All authorities are in agreement on the rheumatic 
or infectious aetiology, but there is less unanimity on 
the arteriosclerotic concept. According to Bailey, the 
picture usually supports both ideas, there being numerous 
transitions between healed rheumatic lesions and the 
calcified nodular valve. In a large series of autopsies 
Bell has demonstrated numerous transition stages 
between rheumatic and calcific stenosis. When it is 
associated with a mitral lesion, which happens in 50°, 
of all cases of acquired aortic stenosis, it is undoubtedly 
rheumatic in origin. 

Subacute bacterial endocarditis does not cause 
fusion of the cusps and is usually superimposed upon 
rheumatic or arteriosclerotic lesions of the valve. 
Acute bacterial endocarditis may produce large vegeta- 
tions on the valve, causing temporary and unimportant 
narrowing of the valvular orifice. 

Rheumatic aortic valvulitis causes inflammatory 
reaction, as a result of which vegetations develop along 
the lines of closure of the cusps, possibly due to damage 


* An article composed of the contributions of the authors 
at the South African Medical Congress, Port Elizabeth, June 1954. 


MICHAEL JORDAAN, M.D., PH.D. 
and 
HENDRIK MULLER, B.M., M.R.C.P. 
Cape Town 
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OF AORTIC STENOSIS* 


of the inflamed endocardium by apposition of the 
edges. This is followed by fibrosis along the free edges 
and for variable distances into adjacent tissue. Stenosis 
begins peripherally by adhesion of the cusps and pro- 
gresses towards the centre. This process may be fol- 
lowed by calcification. If the cusps retract, a valvular 
insufficiency occurs. The entire process is progressive 
over a course of years and a compensatory left ventricu- 
lar hypertrophy develops during this time. 

When the stenosis is so far advanced that the hyper- 
trophied left ventricle can no longer fully maintain an 
adequate output, the symptoms of anginal pain, dizzi- 
ness, syncope or dyspnoea on exertion may follow. 
Such fully developed and advanced aortic stenosis is a 
most intractable condition, and response to the usual 
medical measures of rest, oxygen therapy, digitalis, 
diuretics, and restriction of sodium, is often negligible. 
Bailey attributes this poor response to medical treatment 
to the serious functional interference with the blood- 
flow in the coronary arteries. Greatly increased demands 
are made on the coronary circulation by the enormous 
bulk of the hypertrophied and overstrained left ven- 
tricle, while the acceleration of the blood, flow through 
the stenosed orifice necessitates additional myocardial 
effort. On the other hand the coronary blood-flow, 
owing to the comparatively small ventricular output 
into the aorta, is small relative to the demands of the 
myocardium, which suffers increasingly as the stenosis 
increases and hypertrophy progresses. 


EARLY METHODS OF SURGICAL TREATMENT 


Since Bloch’s early experiments on dogs in 1882, many 
surgeons have considered the surgical correction of 
the stenosis of the aortic valve. It was, however, only 
in 1913 that a real attempt was made, when Tuffier 
successfully dilated a stenotic valve by digital invagina- 
tion of the aortic wall, thus avoiding the actual opening 
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of the cardiovascular system. On account of the danger 
of rupturing the aortic wall this technique cannot be 
recommended; no additional cases done by it have 
been reported. It was, however, demonstrated that 
the stenosed aortic valve could be successfully dilated, 
and experimental efforts at the surgical correction of 
aortic stenosis were continued. 


Smithy and Parker devised a method of approach 
to the valve either through the aorta or through the 
ventricular wall, and by using a hooklike instrument 
to cut away part of the fused cusps they attempted to 
relieve the stenosis. This procedure was unsuccessful 
because of the resulting aortic regurgitation. Bailey 
and his co-workers in 1950 attempted going in through 
the left ventricle and used a valvulotome similar to that 
used by Brock for the stenosed pulmonary valve. This 
also was a failure on account of the regurgitation that 
resulted after cutting through one of the valve cusps. 
They now tried to dilate the valve instead of cutting it, 
by inserting a dilator by retrograde approach through 
the right carotic artery and ascending aorta. They 
used this technique in 3 cases, 2 of which showed early 
clinical success. The third ended fatally because a 
false passage was produced on account of the difficulty 
of entering the stenotic valve.from above. After this 
Bailey returned to the ventricular approach, using an 
‘umbrella’ type of dilator with 3 springlike blades. 
This instrument was used on 11 patients with 3 deaths. 
The results were not satisfactory and it was felt that the 
amount of dilatation achieved had been insufficient to 
provide adequate relief in several of these cases. He 
then used a new-type dilator with 3 parallel dilating 


bars on a swivel mechanism, which could automatically 
adjust itself to the remnants of the fused commissures. 
This instrument proved more successful, and an ade- 


quate lumen could be obtained. Bailey and his co- 
workers regard 50°, of the normal valvular aperture 
as adequate. 

More recently Bailey has reverted to the retrograde 
approach, entering through the aorta. He first sutures 
a plastic opening for the finger and dilator into the 
aorta. The valve is then examined directly by the 
finger, which also guides the dilator into the small 
aortic valve orifice. The extent of dilatation achieved 
can also be determined by digital examination. The 
aorta finally is clamped and sutured. He has carried 
out this procedure in 9 cases, 2 of which ended fatally. 

The stenotic aortic valve can thus be reached either 
through the left ventricular wall or through the aorta 
itself or one of its branches. The ventricular approach 
carries with it the danger that one may not be able to 
control bleeding and, more important, there is the danger 
of inducing ventricular fibrillation. The retrograde 
approach may be dangerous in cases where the aorta 
is inelastic, hard and fibrotic, but it is not accompanied 
by the same incidence of ventricular fibrillation. The 
danger of a false passage is also avoided in Bailey's 
new method of using a plastic finger opening sutured 
on to the aorta, because the valve is inspected digitally 
and the instrument inserted under guidance of the 
finger. The thoracic approach in this technique, how- 
ever, is through the 2nd right intercostal space and 
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from this approach the left auricular appendage cannot 
be reached adequately for the purpose of a simultaneous 
mitral valvulotomy. Larzelere put the incidence of 
co-existent mitral disease in patients with aortic in- 
volvement at over 50°. When there is a possibility 
that disease of the mitral and aortic valves co-exist, 
it is advisable that the mitral valve also should be ex- 
plored digitally and if necessary opened at the same 
time as the aortic valve. This is perhaps the main 
reason why the ventricular approach must usually be 
selected in preference to the retrograde approach. 

Bailey has reported on 62 cases of aortic-valve correc- 
tion, with a mortality of 11, ie. 17-7°%. Of these 27 
were cases of stenosis of the aorta valve without sig- 
nificant mitral-valve disease, with a mortality of 22°,: 
35 were cases of aortic valve stenosis combined with a 
mitral valve lesion, with a mortality rate of 14-3°. 
The higher mortality in the patients with pure aortic- 
valve stenosis is probably due to the less satisfactory 
State of the myocardium in these cases. The hyper- 
trophied and degenerate left ventricle of the pure 
aortic-valve stenosis is apt to fibrillate more readily 
than the small left ventricle of co-existent aortic and 
mitral valvular stenosis. Furthermore, the myocardium 
probably is less capable of functional recovery in these 
cases. 

Daniel and Scott in 1953 reported 3 patients in 
whom they attempted to correct the stenotic aortic 
valve by surgical means. These were all cases of pure 
aortic-valve stenosis and all 3 patients were lost owing 
to difficulties of technique. 


CASE REPORTS 


After the various surgical measures which have been 
suggested for correction of this condition had been 
considered and the results obtained analysed, it was 
decided that the trans-ventricular approach would 
be the more appropriate in the 3 patients presented. 

For the correction of the stenosed valve a dilator 
with two extendable and parallel blades narrowing to 
a bead point was used (Figs. | and 2). 


Fig. 1. The dilator closed. 
Fig. 2. The point of the dilator opened, full size. 


Case |. 
P. A. de V., a European female aged 43, was first seen in 


December 1951. 
She had been known to suffer from rheumatic heart disease 
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for at least 7 years and during this period there had been gradually- 
increasing dyspnoea on effort and, iater, oedema of the ankles 
necessitating treatment by mercurial diuretics. The heart was 
enlarged, the apex beat being in the anterior axillary line in the 
6th space, and the auscultatory findings were those of mitral 
stenosis—a loud mid-diastolic murmur with a presystolic cre- 
scendo leading up to a loud Ist sound. The pulmonic 2nd sound 
also was much accentuated. At the aortic valve one could hear 
the murmur of aortic incompetence and there was also an aortic 
systolic murmur, which was conducted into the neck. The blood 
pressure was 130/80 mm. Kg. The electrocardiogram at that 
time showed only depression of the ST interval due to digitalis. 
She was advised to continue with the usual treatment, for at that 
time there was no possibility of surgical treatment. 

She was next seen on 6 March 1953, and it was obvious that 
her condition had deteriorated considerably. There was auricular 
fibrillation present and she was in mild congestive failure in spite 
of taking digitalis and mersalyl regularly. The physical signs at 
the base were those of aortic stenosis, with a loud, rough mid- 
systolic murmur conducted up into the neck and associated with 
an easily-palpable thrill in the upper sternal region. There was 
also aortic incompetence and the blood pressure was 135/85. 
At the apex a mid-diastolic murmur with a much-accentuated Ist 
sound followed by an opening snap was heard, and only a soft 
Grade I systolic murmur. 

The ECG now showed steep inversion of the T wave with 
depression of the ST interval in the left ventricular leads, suggest- 
ing myocardial strain, particularly over the left ventricle. At the 
time the question of mitral valvulotomy was considered, but the 
presence of a severe degree of aortic stenosis with aortic incom- 
petence causing left ventricular strain was held to contra-indicate 
the operation. 

By 7 January 1954 her condition showed further grave deterior- 
ation. She was now in severe and intractable cardiac failure in 
spite of a period of prolonged bedrest, full digitalization and the 
free use of mercurial diuretics. It was decided that in view of the 
hopeless prognosis she should be submitted to simultaneous 
mitral and aortic valvulotomy, as the only chance of improvement. 

She was admitted to hospital on 7 January for further treatment 
of the congestive failure, but without success, and she remained 
in failure up to the time of the operation. The aortic-stenosis 
signs were now very strongly marked, the thrill particularly being 
extraordinarily strong and the murmur very loud. The mitral 
sounds were unchanged, as was the arrhythmia of the heart. 

The operation was performed on 19 January. The anaesthetic, 
given by Dr. E. H. van Hoogstraten, consisted of intubation 
anaesthesia with pentothal, gas and oxygen, and curare. Dr. E. 
Malherbe assisted at the operation. Continuous ECG recordings 
were made. 

A left postero-lateral incision was made and the chest entered 
through the Sth intercostal space. The lung was allowed to collapse 
and gently retracted. The pleura over the pericardium was incised 
anterior to the phrenic nerve and pushed back from the apex to 
the base. Four c.c. of 2°% procaine solution was introduced into 
the pericardium and the ‘jung allowed to, re-expand. After an 
interval of 5 minutes the lung was again collapsed and the peri- 
cardium widely opened. 

On digital palpation a diastolic thrill was felt at the apex of 
the heart and a sharp systolic thrill over the base of the ascending 
aorta, confirming the diagnosis of aortic stenosis plus mitral 
stenosis. 

The left auricular appendage was isolated and clamped. The 
mitral valve was digitally examined and found to be fibrotic and 
tightly stenosed, only about 0-6 cm. in diameter. It could not be 
split digitally and so the finger was removed from within the 
heart, armed with a mitral knife and reinserted. The antero- 
lateral commissure, as well as most of the postero-medial com- 
missure, was incised. The valve was now re-examined digitally 
and was found to be widely open and to close tightly at systole 
without incompetence. The diastolic thrill at the apex was now 
no longer palpable. 

The lung was again allowed to expand in order to ensure proper 
ventilation. After again retracting the lung, the apex of the heart 
was lifted out of the pericardium and infiltrated with 1 c.c. of 1°% 
procaine solution. A purse-string suture was placed in the left 
ventricular wall around this area at the apex and held in Rummel’s 
tourniquet. Jn the middle of this purse-string suture an incision 
into the cavity of the ventricle was made and the dilator inserted. 
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The point of the dilator was advanced towards the aortic valve, 
until the projecting bead point was clearly felt by the left hand on 
the aorta to be in the valve orifice. Pressure was now gently 
exerted on the dilator; it was felt to slip through the valve and the 
blades were opened. Thereafter the blades were closed and the 
dilator removed, and the wound in the ventricular wall closed 
with interrupted stitches. All bleeding points were controlled and 
the pericardium closed with situation stitches. There was now a 
definite change in the force and character of the systolic thrill 
over the base of the ascending aorta. It was less intense and more 
diffusely distributed. Finally the lung was allowed to expand, 
a drain inserted in the thorax and the chest wall closed. 

By the time the patient left the operating table it already seemed 
probable that the circulation had improved and within a day or 
two it was obvious that her breathing was easier and the ortho- 
pnoea less. The jugular venous pressure also was lower. The 
flutter fibrillation continued and digitalis had to be continued, 
while mersalyl was given on two occasions in the hospital before 
her discharge on 12 February. She was then still taking digitalis 
and neohydrin, 2 tablets per day. By 4 March she had made 
remarkable improvement: the jugular pressure was still moderately 
elevated and slight ankle oedema was present, but her exercise 
tolerance had improved considerably and she stated that she was 
in better condition than she had been for at least a year before 
her operation. The physical signs of aortic stenosis and mitral 
stenosis were still present but were less obvious, and the degree 
of aortic regurgitation, clinically, appeared no greater than before 
operation. Since then further improvement has occurred and she 
is now able to lead a reasonably normal life doing her housework 
the improvement as compared with her immediate pre-operative 
condition is remarkable. 


Case 2. 


The second patient, F.W.A., was a European male 
aged 41. He had had rheumatic fever in his youth but had re- 
mained active, even playing polo until 1950, when, with the onset 
of auricular fibrillation, dyspnoea and mild cardiac failure de- 
veloped. In spite of digitalization he showed occasional oedema 
of the ankles and became gradually more and more incapacitated. 
In December 1953 he developed a left hemiplegia due to cerebral 
embolism, but made a remarkably good recovery. During this 
period of treatment his cardiac status also improved and when he 
was first seen on 2 February 1954 there was no evidence of con- 
gestive cardiac failure or of elevation of the jugular venous pressure. 
His blood pressure was 130/65. Examination of the heart showed 
a very loud systolic murmur, heard equally well at the base and 
apex of the heart, its character, namely a short, rough, mid- 
systolic murmur, being that of an aortic stenotic murmur. An 
aortic diastolic murmur also was heard. The apex of the heart 
was in the anterior axillary line in the Sth interspace and the 
impulse was of the thrusting type found in aortic stenosis. There 
was no clear evidence of mitral disease. The electrocardiogram 
showed auricular fibrillation and hypertrophy of the left ventricle 
with ST interval changes over the left ventricle, suggesting the 
effect of digitalis and left ventricular myocardial strain. On the 
X-ray the heart showed a very large left ventricle and also slight 
enlargement of the left auricle. A phonocardiogram indicated 
that the systolic murmurs at the apex and at the base of the heart 
were both typical of aortic stenosis. 

In view of the recurrent episodes of cardiac failure in spite 
of adequate medical treatment, it was decided to do an aortic 
valvulotomy. 

He was admitted to the Volkshospitaal, Cape Town, on 10 
February and was operated upon on 16 February. On palpation 
of the heart itself there was an intense systolic thrill at the base of 
the heart over the aorta, but no thrill could be detected at the apex. 
On direct digital examination the mitral valve appeared to be only 
slightly changed, with no significant stenosis or incompetence. 

The aortic valve was found to be tightly stenosed and the dilator 
had to be forced through before the blades could be opened. 
The systolic thrill at the base of the heart and aorta was greatly 
reduced after the dilatation. The operation went smoothly and 
without any complications. 

The immediate post-operative progress was excellent but on 
the 10th day after the operation he developed intestinal obstruction, 
which was suspected to be the result of a mesenteric thrombosis. 
He was operated upon for this obstruction by Mr. F. D. du T. 
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van Zyl, who performed an ileostomy and colostomy, perforation 
having already occurred. For at least a week after this he was 
critically ill, with severe ionic imbalance especially involving 
hypokalaemia. 

In spite of the desperate condition of the patient during this 
period of peritonitis and its accompanying ileus, there was no 
cardiac embarrassment whatsoever—convincing evidence of the 
improvement caused by the surgical correction of the stenotic 
aortic valve. 

He ultimately made an excellent recovery and was discharged 
from hospital 5 weeks after the operation. He was still fibrillating, 
but this was easily controlled by digitalis, and his exercise tolerance 
was much improved. Subsequent communications from the 
patient and his wife indicate that he is now back doing active work 
managing his farm, and the main disability now is residual hemi- 
paresis. 


Case 3. 


F. v. d. M., a European male aged 55, was first seen 
in August 1951, when the only symptom was anginal pain. Ex- 
amination showed the typical murmur and thrill of aortic stenosis 
with some degree of aortic incompetence, while hypertrophy of 
the left ventricle was evident both clinically and on fluroscopy 
There was no evidence of mitral disease. His blood pressure 
was 140/85 and the electrocardiogram at this stage suggested left 
ventricular hypertrophy without myocardial strain. 

In November 1953, when he was seen again, the angina was 
much more troublesome and indeed was almost completely in- 
capacitating. He was not in congestive failure and the cardiac 
rhythm was normal, but the electrocardiogram showed well- 
marked left ventricular strain. It was in the hope of providing 
an effective and lasting relief from the anginal syndrome that the 
operation of aortic valvulotomy was advised. 

He was admitted to the Volkshospitaal on 15 February 1954 
and was operated upon on 23 February. On palpation of the 
exposed heart the diagnosis was confirmed. There was no dia- 
stolic thrill at the apex but a harsh and intense systolic thrill at 
the base of the heart over the aorta. 

The left ventricular wall was entered and the stenotic aortic 
valve dilated. The systolic thrill over the aorta could be felt only 
very slightly after dilatation. The operation was concluded without 
the slightest complication. 

Clinically there was marked improvement in his condition 
almost immediately after the operation. After 14 days he was up 
and about and felt very well indeed. In his own words, ‘I am a 
totally different man’. It was obvious that the angina was no 
longer a feature of importance. 

Progress was maintained until 25 days after the operation, 
when he suddenly developed marked pyrexia with a leucocyte 


CLINICAL MEETING OF THE 


At a clinical meeting of the Griqualand West Branch of the Associa- 
tion, held in Kimberley on 26 August Dr. E. Vaughan Jones was 
in the Chair and 17 members attended. 

1. Dr. L. Schrire, after briefly describing the anatomy of the 
conjuctiva, gave a classification of tumours of this tissue illustrated 
by the case histories and pathological reports of 8 tumours re- 
moved in the last 18 months. The examples consisted of 5 epithelial 
tumours (1 papilloma and 4 squamous epitheliomata) and 3 
mesoblastic tumours (1 vascular fibroma, | ossifying fibroma and 
1 simple capillary haemangioma). 

2. Dr. M. Kahn discussed a series of 5 cases of supracondylar 
fracture of the humerus treated by open reduction and plating 
via the triceps approach. The alternative methods of treatment 
such as the collar and cuff were debated. Many questions and 
criticisms were offered from the floor and these were discussed 
by Mr. A. B. de Villiers Minnaar. 

3. Dr. H. F. Lowenthal presented a case of multiple myeto- 
matosis. In June 1953 this man complained of generalized aches 
and pains and of weakness and anorexia. On examination nothing 
objective was found except a temperature of 102° F. His con- 
dition rapidly deteriorated; there was a swinging temperature 
and he developed a profound anaemia and a large lump which 
grew rapidly, involving the sternum. He was now hospitalized. 
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count rising rapidly to a figure of 53,000; a generalized purpuric 
eruption developed and haemarthrosis of the knee was discovered. 
In spite of vigorous treatment with antibotics, vitamin K and 
blood transfusions, his condition deteriorated rapidly and he died 
28 days after the operation. Permission for autopsy was refused, 
but it was assumed that he had developed an acute bacterial 
endocarditis, probably of the aortic valve, which resulted in his 
death. 

It is interesting that all 3 cases showed evidence of 
aortic incompetence although the stenosis appeared to 
be the more severe lesion. This proved to be the case 
at operation when the small bead-like projecting point 
of the dilator had to be forced through the tightly- 
stenosed valve before dilatation could be performed. 
After the operation, on clinical grounds, there appeared 
to be no significant increase in the degree of incom- 
petence of the valve, and the over-all efficiency of the 
cardiac function was undoubtedly improved in all 3 
cases. 

SUMMARY 


The aetiology and anatomy of stenosis of the aortic 
valve is described. The inadequacy of purely medical 
treatment is stressed and the earlier unsuccessful at- 
tempts, as well as the latest methods of relieving this 
condition by surgical means are described and the 
results obtained reviewed. 

Three cases are discussed in detail, the operative 
technique described and the results given. 
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GRIQUALAND WEST BRANCH 


X-ray of skeletal system and skull showed typical changes of 
diffuse myelomatosis. Sternal puncture confirmed this diagnosis 
and Benz-Jones proteinuria was detected. Blood transfusion 
temporarily improved the anaemia. As the radiologist expressed 
the opinion that the disease was far too diffuse even for a trial of 
X-ray therapy, Sir Stanford Caid, of the Westminster Hospital, 
London, was consulted; he advised a trial of Nitrogen Mustard. 

In November 1953 the patient was given 5 intravenous injections, 
on alternate days, of Nitrogen Mustard, 8 c.c. each time. The 
change was dramatic. The temperature ceased to swing and very 
rapidly the sternal lump disappeared. A further blood transfusion 
worked wonders and after a fortnight the red blood-cells rose 
from 14 million per c.mm. to 44 millions and the haemoglobin to 
12 mg.°%, with white cells within normal limits. Six weeks: iater 
a further course of 10 Nitrogen Mustard injections were given 
and the clinical improvement was most marked. 

The rarefied areas in the skull and skeletal system have now 
almost disappeared, there is no further Benz-Jones proteinuria 
and the blood count is normal. Indeed, the patient has been back 
at work for the past 6 months. The bony skeleton, however, still 
shows a marked rarefaction. 

Discussion of the papers ensued and the meeting closed with a 
vote of thanks to the Chair. 
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VAN DIE REDAKSIE 
KOPER 


Koper is ’n bestanddeel van alle diereweefsel en dit 
is vir die aanwending van yster in die sintese van hemo- 
globien noodsaaklik, alhoewel slegs klein hoeveelhede 
in die bloed aanwesig is. 

Dit is bewys dat lewerlensdegenerasie (Kinnier Wilson's 
Disease) met sekere biochemiese abnormaliteite in die 
kopermetabolisme gepaard gaan bv. ’n hoé koper 
uitskeiding in die urien, verhoogde koper-absorpsie van- 
uit die derm, en ’n duidelike koper-toename in die 
brein en lewer.' 

Koper speel ’n belangrike rol in die liggaamsmeta- 
bolisme—daar bestaan ’n verband met eritropoiese, en 
die metaal het ’n uitwerking op miélienisasie in die 
sentrale senuweestelsel van diere (dit word vermoed 
dat ’n tekort aan koper ’n siekte in skape veroorsaak 
wat gepaard gaan met demiélienisasie van senuweebane). 
Dit word gemeld dat ’n hoé serum-koper in Wilson se 
siekte voorkom maar nie in alle gevalle nie. In werk- 
likheid is ‘n lae peil van serum-koper en ’n hoé koper- 
uitskeiding in die urien van diagnostiese belang in 
hierdie siekte. Die oormaat koper wat absorbeer word 
vorm ‘’n neerslag—hoofsaaklik in die lewer en die brein. 
Sulke weefselkoper word uitgeskei en groot hoeveelhede 
word gevind in die urien wanneer dimercaprol (BAL) 
en kalsium etileen diamien tetra-asetaat (versene) toe- 
gedien word; ander metaalvergiftigings bv. kwik, 
arseen, en goud, word met welslae deur dimercaprol 
behandel, en met die behandeling van loodvergiftiging 
is die suur etileen diamien tetra-asetaat van waarde. 
Die middels vermeld bring ook verbetering in die 
neurologiese tekens en simptome van Wilson’s disease wat 
daarop dui dat die uitgeskeide koper van neerslae in die 
brein afkomstig is. Vir die behandeling van hierdie 
siekte word die gebruik aanbeveel van die bogemelde 
middels en van ioonwisselingsharse om die oormatige 
absorpsie van koper deur die derm ' te verminder. 

Onder talle omstandighede word die koper-inhoud in 
die plasma, selle of bewaarorgane verhoog soos bv. 
tydens swangerskap, tering, kanker en sirrose. Serum- 
koper kom feitlik geheel en al in die vorm van ’n metaal- 
proteienkompleks voor. Dit is bevind dat coerulo- 
plasmien, *n blougekleurde globulien, se molekulére 
gewig 150,000 is; elke molekule bevat 8 koper-atome. 
Bewys is gelewer dat in Wilson's disease die coerulo- 
plasmien-inhoud laag is. 

Navorsing i.v.m. kopermetabolisme vereis deeglike 
balansstudies. Dit is noodsaaklik om ontledings te maak 
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EDITORIAL 
COPPER 


Copper is a constituent of all animal tissues and is 
essential for the utilization of iron in the synthesis of 
haemoglobin, although it is present in the blood in 
minute quantities only. 

Hepato-lenticular degeneration (Kinnier Wilson’s 
Disease) has been shown to be associated with certain 
biochemical abnormalities in copper metabolism, e.g. 
high urinary excretion of copper, increased absorption 
of copper from the intestine, and marked increase of 
copper in brain and liver.* 

Copper is important in body metabolism—there is 
some relation to erythropoiesis, and in animals the 
metal has some effect on myelinization in the central 
nervous system. (Copper deficiency is suspcteed of 
causing in sheep a disease in which demyelination of nerve 
tracts occurs.) A high serum-copper has been reported 
in Wilson’s disease, but not in all cases. Actually a 
low serum-copper level and high urinary excretion of 
copper is of diagnostic importance in this disease. 
The excess copper that is absorbed is deposited par- 
ticularly in the liver and the brain. Such tissue-copper 
is excreted and appears in the urine in large amounts 
when dimercaprol (BA.L) and calcium ethylene diamine 
tetra-acetate (versene) are administered; dimercaprol 
has proved successful in the treatment of other metallic 
intoxications, e.g. mercury, arsenic and gold, and 
ethylene diamine tetra-acetic acid has proved of value 
in lead poisoning. In Wilson’s disease also the agents 
mentioned produce improvement in the neurological 
signs and symptoms, which suggests that the excreted 
copper is derived from the brain deposits. The use of 
ion-exchange resins to reduce excess absorption of 
copper through the intestine! in combination with the 
above-mentioned drugs is recommended in this disease. 

There are many conditions in which copper is in- 
creased in the plasma, cells or storage organs, as for 
example in pregnancy, tuberculosis, carcinoma and 
cirrhosis. Serum-copper is almost entirely in the form 
of a metal-protein complex. A blue-coloured globulin 
called coeruloplasmin has been found to have a mole- 
cular weight of 150,000; each molecule contains 8 
atoms of copper. Evidence has been adduced that a 
low coeruloplasmin level occurs in Wilson’s disease. 

The investigation of copper metabolism involves 
complete balance studies. It is necessary to make 
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van die dieet, die inneem van koper deur middel van 
spys en drank, serum-koper, en die uitskeiding van koper 
in die urien en ontlasting. In die ontledings moet alle 
bakke, spuite en al die ander apparaat wat gebruik 
word kopervry wees; kontroletoetse moet uitgevoer 
word. Boonop moet elke pasiént klinies—en in ander 
opsigte biochemies—deeglik ondersoek word. 


1. Zimdahl, W. T. et. al. (1954): J. Lab. Clin. Med., 43, 774. 
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analysis of the diet, the copper-intake in food and 
liquid, serum-copper, and the excretion of copper in 
urine and faeces. In the analyses all receptacles, all 
syringes, and all other apparatus used must be free from 
copper; control tests must be performed. In addition 
each patient must be thoroughly examined and in- 
vestigated clinically and biochemically in other aspects. 


1. Zimdahl, W. T. et al. (1954): J. Lab. Clin. Med., 43, 774. 


SQUAMOUS CELLS IN URINE 


The squamous cell is the commonest type of cell found 
in normal urine, especially in women. However, it is 
generally stated that only the terminal | cm. of the male 
urethra and the lower two-thirds of the female urethra 
are lined by squamous epithelium. The male genital 
ducts are all lined by high epithelium but the vagina 
has a squamous lining. In the female the squamous 
cells in the urine have the same appearance as vaginal 
sheddings; they are even cornified and contain glycogen 
(which can be easily demonstrated with iodine). A 
very recent text-book on the urinary sediment! labels 
squamous cells in a female urine as vaginal cells. 

In the male, squamous cells are scarce in the urine; 
they are derived from the terminal fossa of the urethra 
and most of the cells are not cornified. Although their 
number and type does not vary with the androgen 
level,? Papanicolaou * noticed, in studying the cytology 
of urine sediment in patients with prostatic cancer, 
that oestrogen treatment evoked the appearance of 
numerous large squamous cells like vaginal cells, clearly 
from metaplasia of transitional epithelium. 

Since this discovery, the urinary cells in females have 
received closer study. They can be obtained by passing 
a catheter into the urethral mouth,’ which shows they 
come from the urinary tract and not the vagina. Aspira- 
tion of the anterior urethra showed that many arise 
there, but not all, for they are found in fair quantity 
when the bladder is catherized. Those of vesical origin 
must come from the squamous patches which Hedberg °® 
described on the trigone, occurring in most adult women 
but less often after the menopause and not in males or 
newborn baby-girls. 

Are the urinary squames in the female also affected 


by oestrogen? Del Castillo and his collaborators, 
using a single differential stain,® found that large squam- 
ous cells are scarce before puberty and tend to become 
so again after the menopause. The administration of 
oestrogens to either group makes the smear resemble 
that of the reproductive epoch, where squamous cells 
are numerous, large, possess pyknotic nuclei, and 
are often cornified. In women of these groups they 
undergo the same changes as vaginal cells do in the 
ovarian cycle * and even in pregnancy.* 

This parallelism between the smears seems to extend 
to mucus and leucocytes as well, which are found 
synchronously in the vagina and in the urine. A small 
number of leucocytes is sometimes seen in the urine of 
women (not men) without clinical cystitis. Leucocytes 
escape into the vaginal smear in the progestational 
phase of the menstrual cycle and after the menopause 
when oestrogens—and hence the number of cornified 
epithelial cells—are reduced. Perhaps this also happens 
in the bladder; if so, the maximum number of poly- 
morphs allowed in a normal urine would vary slightly 
with the ovarian output. 
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Urine and the Urinary Sediment. 


THE ADMINISTRATION OF A PSYCHIATRIC SERVICE IN A GENERAL 
HOSPITAL 


H. Moross 


Medical Superintendent, Tara Hospital, Johannesburg 


Psychiatry is more and more being brought into close 
relationship with general medicine. It continues to 
make its contribution to research into the causes and 
treatment of many forms of illness formerly regarded 
from the organic point of view only. 

There are many cases of mild and recoverable forms 


of psychiatric disability which do not require mental 
hospitalization, and can therefore be dealt with outside 
the mental hospital. The development of methods of 
treatment in psychiatry has made it possible to obviate 
in-patient treatment in certain cases by treating them 
as out-patients. In Britain, this phase began when 
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psychiatric departments were being opened in general 
hospitals. 

All this emphasizes the links between psychiatry and 
general medicine, to the advantage of both. It is an 
acceptance of psychiatry in the general scheme with 
all other branches of medicine and its ancillary services, 
and conforms with the principle that psychiatry should 
not remain segregated. 

Ideally, a general-hospital psychiatric service should 
embrace the casualty department, the out-patient, day- 
patient, and in-patient aspects, and whenever possible 
a neurosis centre. In teaching hospitals each of these 
should provide teaching material both for under- 
graduate and postgraduate requirements. 

The diagnostic and therapeutic team should cover the 
principal related disciplines, including the psychiatrist 
as well as other medical specialists, the specially trained 
nurse, the psychologist, the speech therapist, the occupa- 
tional worker and the social worker. Teamwork is 
the keyword and implies a constantly integrated whole. 


PSYCHIATRIC OUT-PATIENT SERVICES 


In 1947 a Committee of the Royal College of Physicians 
recommended that ‘In all general hospitals of more 
than 100 beds, with recognized consultants in psy- 
chiatry on their staffs there should be out-patient 
consulting centres. Where a mental hospital is readily 
accessible this may be used in addition. In very large 
centres special psychiatric hospitals should be available’. 
In these out-patient centres there should be facilities 
for diagnosis, and for such treatment—psychological 
and other—as can suitably be given to out-patients. 
The psychiatric out-patient activity in the Johannes- 


burg area for the year 1953 is reflected in the following 
figures: 


Attendances 
General Hospital 
Tara Hospital .. oa 
Children’s Clinic, Tara 
Non-European Hospital 
Baragwanath Hospital . . 
Transvaal Memorial Hospital for Children . . 

At the Johannesburg General Hospital two-hour 
out-patient clinic-sessions are conducted on 5 days per 
week; in addition, a daily consultative service is avail- 
able for the Casualty Department. At each session, 
it is the policy to see only 2 new patients together with 
a variable number of ‘old’ cases; but in practice, owing 
to various factors, many additional new cases are seen. 
There is a big demand for out-patient psychotherapy 
not only from the patients, who are able to continue 
in their employment whilst attending for psychotherapy, 
but also from hospital doctors, city doctors, school 
medical officers, industrial medical officers and social 
welfare agencies as well as other sources. Special 
provision is made for psychotherapy after usual office 
hours in respect of those patients who are unable to 
leave their work during office hours. 

It would not be out of place to make mention of the 
role of the general practitioner in the referral of cases 
to the psychiatric out-patient department. He is often 
the first to see patients suffering from mental illness. 
The part which he plays in the diagnosis and treatment 
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is becoming increasingly important. He should be able 
to treat a considerable proportion of minor mental 
illness in his practice; in other cases he requires facili- 
ties for diagnosis, treatment or disposal, which em- 
phasizes the need for these facilities at out-patient 
consulting centres. 

In Johannesburg the demand for the out-patient 
service has resulted in a crowded out-patient depart- 
ment. Psychotherapy under these conditions proves 
rather difficult, and admission to a psychiatric ward 
may not always be possible, or indicated. To meet 
this need, therefore, an additional facility has recently 
been introduced at Tara Hospital in the form of a 
‘day-patient’ system. This is a compromise between 
an in-patient and an out-patient service. Patients 
report at 8.30 a.m. and return home at 3 p.m. every 
weekday except Saturday, when they leave at | p.m. 
On Sundays there is no treatment. 

Day-patients are admitted to a ward and those 
requiring shock therapy receive the treatment there. 
During the course of the morning, after the recovery 
period, patients take part in occupational therapy, 
relaxation classes and outdoor recreation. Great 
emphasis is placed on fostering group dynamics and 
on encouraging the formation of a ‘patient-unit’. All 
the patients receive individual as well as group psycho- 
therapy. Not all day-patients require shock therapy. 
The specific needs of each case are catered for. There 
are some who attend for psychotherapy and group 
activities only; others receive narcoanalysis or narco- 
synthesis in addition. - 

The patients return home at 3 p.m. either on their 
own or accompanied by members of their family or 
friends who call for them. 

Cases of psychosis such as endogenous depression 
and involutional melancholia can be treated as day- 
patients, provided that supervision of a restrictive 
nature is not necessary. Likewise, cases of the psycho- 
neuroses can be treated as day-patients. As with in- 
patient treatment, teamwork is the keyword. 

The advantages which attach to the day-patient 
system are: 

1. Hospitalization is limited to 64 hours daily. 
There are mothers and wives who cannot leave their 
homes except for limited periods. 

2. Some patients react with less anxiety when 
advised to accept treatment as a day-patient than if 
recommended for admission as an in-patient. 

3. In-patients can be discharged earlier, to become 
day-patients; thus liberating in-patient beds to reduce 
waiting lists for admission. In some cases the rehabili- 
tation of such ex in-patients is facilitated by means 
of this transition phase. 

4. By retaining contact with the family for the 
greater part of the 24 hours, excessive dependence 
upon hospital care, often encountered in psychiatric 
in-patients, is counteracted. 

5. This system makes it possible to economize in 
nursing staff as well as in hospital costs. 

Despite all these advantages of the day-patient 
system, the need for psychiatric wards in general hospi- 
tals, and for neurosis centres, still remains, for they are 
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complementary. There are some cases that are better 
treated as in-patients. 

The community at large must benefit from the day- 
patient system, for the distress and disruption to the 
family caused by an untreated member suffering from 
a neurosis is only too well known. 


PSYCHIATRIC SERVICE IN THE CASUALTY DEPARTMENT 


A considerable number of psychiatric cases still present 
themselves at the Casualty Department of the Johan- 
nesburg General Hospital, or are brought by anxious 
friends or relatives in various uncontrollable conditions 
as urgent medical and social problems, or are picked 
up off the street in a noisy and aggressive condition 
and are brought to the hospital by ambulance and 
dumped at the Casualty Department. 

These conditions cannot satisfactorily be dealt with 
unless they are admitted to some sort of institution 
where they can receive nursing and general care—both 
in their own interests and those of the public at large; 
and where they can be under medical care and observa- 
tion with a view to accurate diagnosis and, if possible, 
treatment; they are rarely suitable for admission to a 
general hospital unless provision exists for an observa- 
tion ward equipped with special facilities for the con- 
trol and observation of such patients, and with nursing 
staff specially trained for the purpose. There are no 
such facilities in our general hospitals in South Africa. 

Johannesburg is fortunate in that some of these 
cases, if not certifiable, can be dealt with at Tara Hospi- 
tal. Many, however, are not suifable to be treated at 
Tara, albeit that they are not certifiable, for no patient 
may be admitted there who is conspicuous in behaviour, 
or likely to be a disturbing influence, or who is a chronic 
alcoholic. 

In some cases the fact of certifiability can only be 
established after a few days of observation, and in 
others prompt and appropriate treatment can avoid 
development of a certifiable condition. These patients 
are ill and general hospitals cannot disclaim responsi- 
bility for them when they present themselves. 

Other such patients are, in the first instance, certifi- 
able under the Mental Disorders Act, and for these 
mental hospital accommodation is sometimes not 
available, and certification results in the detention of 
the patient in a police cell. As the patient is ill, and not 
a criminal, a medical practitioner who has the welfare 
of his patient at heart might quite understandably 
refuse to certify under such circumstances. Moreover, 
it is a frequent experience that a patient is certified and 
committed to a mental hospital under an urgency 
order, only to be discharged after a few days, to return 
to the general hospital and start the problem over again. 

In Johannesburg the Provincial Administration has 
authorized the use of a limited number of beds in 
psychiatric nursing homes for ‘hospital patients’, but 
in no circumstances may such a bed be used to accomo- 
date a certifiable patient. A further problem then 
arises when a psychiatric patient is admitted to one of 
these nursing homes as a ‘hospital patient’ and after a 
period of observation is found to be certifiable. There 
is then the same difficulty about obtaining a bed in a 
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mental hospital. The patient is often not fit to be dis- 
charged from the nursing home to await admission to 
a mental hospital. Yet the Provincial Administration 
has no financial responsibility for this class of patient 
and has no authority to pay for his maintenance in the 
nursing home. What, then, must be done with this 
patient? Surely, there should be some alternative to a 
police cell. 

General hospitals can therefore be regarded as 
advance clearing stations who have a clinical responsi- 
bility in the matter. As things are at present, all that 
can be done is to dump this class of patient into the 
street, or, if certifiable and there is no mental hospital 
accommodation, commit him to a police cell. This 
intolerable situation is due to outmoded and unrealistic 
legislation, whereby the Central Government assumes 
responsibility for the ‘sheep’ and the Province for the 
‘goats’. Surely, the time is long overdue for reviewing 
our legislation with a view to making it possible for our 
general hospitals to deal with this urgent problem; 
and likewise with the problem of the alcoholic and the 
drug addict. 


IN-PATIENT ACCOMMODATION IN GENERAL HOSPITALS 


(a) Observation Wards. The Cape Hospitals Com- 
mission of 1946-47 recommends: ‘That psychiatric 
wards be provided in general hospitals’. The Com- 
mission reports: ‘In practically all countries visited the 
Commission found that, with the developments in 
psychiatry, particularly as a result of World War II, 
most general hospitals either already provide psychiatric 
sections or plan to provide them in the near future’. 
These wards are intended for cases requiring observa- 
tion, for the nursing of the toxic and traumatic deliria 
and for those patients who do not require certification 
and who cannot satisfactorily be treated in the ordinary 
wards of a general hospital. No long-term patients 
are accepted. “The Commission is satisfied that psy- 
chiatric wards in general hospitals are necessary and 
considers that every care should be exercised to retain 
the atmosphere of the general hospital. ... Psychiatric 
wards should not be allowed to assume functions which 
are normally associated with mental hospitals’. 

The Committee of the Royal College of Physicians 
(1947) recommends: ‘Where a psychiatric out-patient 
clinic is held regularly, 5°, of beds should be set aside 
for psychiatric cases, provided that the hospital makes 
adequate provision for suitable nursing’. 

(b) Treatment of Patients in the Wards of General 
Hospitals. Apart from the acute casualty on the one 
hand and the non-certifiable case requiring hospitali- 
zation in a neurosis centre on the other, in the wards 
of the larger general hospitals there should be adequate 
psychiatric consultative and psychotherapeutic facilities 
for those patients presenting psychiatric disabilities, 
and likewise in teaching hospitals adequate teaching 
facilities for the same conditions. 

(c) Special Neurosis Hospitals. A special neurosis 
hospital fills the gap between the general hospital and 
the mental hospital for those cases of psycho-neurosis 
in need of more intensive treatment and rehabilitation 
than can be provided within the wards of the general 
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hospital. It is obviously necessary and desirable that 
such a hospital should be closely integrated with a 
general hospital. 


TARA HOSPITAL 


Tara Hospital is designed to meet this need. There 
are at present 152 beds, 40 of which are taken up by 
neurological cases. Reference has already been made 
to the policy regarding the admission of patients. In 
the main, screening is carried out in the casualty and 
out-patient departments and the wards of the Johannes- 
burg General Hospital and other hospitals where there 
is a psychiatric consultative service. 

Treatment is approached on the team basis. 
staff team consists of: 

(a) 3 full-time Neurologist-Psychiatrists, 7 part-time 
Neurologist-Psychiatrists and 8 Registrars in Neurology 
and Psychiatry. Apart from its work at Tara this staff 
provides the consultative and psychotherapeutic service 
at the Johannesburg General Hospital, the Non-Euro- 
pean Hospital, the Transvaal Memorial Hospital for 
Children, and Baragwanath and Coronation Hospitals. 

(b) Nursing. The establishment allows for 1 matron, 
9 sisters, 28 staff nurses and 38 nursing aides. One of 
the difficulties at present is that the bulk of general 
nurses have no training in the psychiatric side of their 
work, and most nurses with mental hospital qualifica- 
tions have not had an all-round nursing training. In 
an attempt to overcome this problem, the Transvaal 
Provincial Administration now offers a 1-year post- 
graduate course in psychiatric nursing, recognized by 
the South African Nursing Council. 

(c) Occupational Therapy. 6 qualified occupational 
therapists and 3 craft instructors (male and female). 

(d) Physical Education and Recreation. 2 instructors 
in physical education and 1 sports and recreation 
officer. 

(e) Physiotherapy. 1 part-time specialist in physical 
medicine and 2 physiotherapists. 

(f) Psychology and Social Welfare. 1 part-time 
psychologist and 1 full-time social welfare worker. 

Apart from individual psychotherapy and the re- 
habilitation of the individual patient, the approach to 
treatment is substantially directed on the group basis, 
which is made possible by the multiple physical facilities 
available at the hospital for group activities. The 
average duration of hospitalization for the psychiatric 
patient is about 10 weeks. 

Placement of patients in employment, where neces- 
sary, is facilitated by close liaison with the Department 
of Labour as well as the various social-welfare agencies. 

Follow-up and after-care is effected in various ways: 
by the hospital social worker, or through welfare 
agencies employing social workers; or by return visits 
to the out-patient department; or by correspondence; 
or by means of the social therapeutic club for ex-patients. 


The 


S.A. TYDSKRIF VIR GENEESKUNDE 


889 


This club was incepted some 5 years ago to help 
patients who on discharge from hospital require 
the social support, security and tolerance | which 
the group offers. The club has developed on 
democratic lines away from the therapeutic area 
of the hospital. It adapts its activities to the 
varying needs of its members, and the rehabilita- 
tive efforts commenced in the hospital are continued 
in the form of recreational, cultural and social activities 
designed by and for the members. It has proved its 
value for the shy, lonely and reticent patient who on 
his return to his usual environment is frequently in 
need of the social support which such a club offers. 
Very often a change from an asocial to a social attitude 
and the achievement of social relationships brings 
about disappearance of symptoms. Membership is 
offered to discharged patients and their close relatives 
and friends. The club fosters the family and is thus a 
potential gateway to the fuller social relationships of 
the family and the community centres of promotive 
health schemes. 


Child Psychiatry 
An out-patient child-guidance service is provided at 
Tara Hospital. The work is carried out by a team of spe- 


cialists working in close collaboration and consisting 
of psychiatrists, a psychologist, a paediatrician, speech 


therapists, a social worker, visiting teachers and 
visiting child-welfare representatives. There is close 
liaison with other specialist services (e.g. surgical, 


orthopaedic, ear, nose and throat). 

The team is designed to treat the child as an individual 
with intellectual and physical endowments and with a 
personality, whose life is largely engaged in the setting 
of some sort of family and in education. Disturbance 
of any one of these factors is likely to affect the others 
and result in some form of deviation—physical or 
mental or both—which if left unattended is likely to 
present as a full-blown problem in the adult stage of 
life, adding to the need for more psychiatric beds and 
services. 

It seems logical, therefore, to suggest that there is a 
need for the development of facilities in our general 
hospitals for the practice of child psychiatry. 


CONCLUSION 


The link between psychiatry and general medicine is 
emphasized. For those cases of psychiatric illness which 
do not require mental hospitalization, provision should 
be made in general hospitals, especially in the larger 
centres, which should include observation wards as 
well as facilities for the practice of child psychiatry. 

There is a need to review existing legislation, which 
creates a division of responsibility for mental illness as 
between the Union Government and the Provincial 
Administrations. 
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This essay is an attempt to evaluate once again the 
influence which the process of teething may have upon 
an infant. It is based upon observations made in a 
general practice in which the majority of patients are 
in the paediatric age-group. 


TEXT-BOOK OPINIONS 


Holt ' refers to the old belief that many symptoms occur- 
ring between the ages of 6 months and 2 years are due 
to difficult dentition. He points out that the long list 
of symptoms has been progressively shortened, as one 
after another has been shown to be the result of some 
other cause, dentition being only co-incidental. Many 
good observers, he says, deny that dentition is ever a 
cause of symptoms in children and there have been 
those who went so far as to say that the growth of 
teeth can cause no more upset than the growth of hair. 
However, the text seems willing to accept a compromise. 
‘Although’ it goes on, ‘its importance has been greatly 
exaggerated in the past, observers must admit that 
particularly in delicate babies . . . dentition may produce 
certain reflex symptoms’. Yet, despite the emphasis 
upon delicate babies, it is inferred that in one half of 
all healthy children ‘some disturbance is generally seen, 
slight and of short duration, lasting for several days or 
even a week’. Disturbed sleep, wakefulness at night 
and fretfulness by day, loss of appetite, increase in 
salivary secretion, slight catarrhal stomatitis, and a 
constant disposition to put the fingers in the mouth, 
are listed as the commonest departures from a normal 
behaviour pattern. The author, goes even further and 
admits to attacks of acute indigestion, temperature 
elevations to 102° or 103° with almost complete ano- 
rexia, and even convulsions, although the last is attri- 
buted to latent tetany ‘almost always’. It is also con- 
ceded that eczema is distinctly exacerbated with the 
eruption of each group of teeth. 

Holt lays down a criterion which should be acceptable 
to all clinicians and which I have used to test my own 
conclusions: ‘When symptoms disappear immediately 
the tooth comes through and when we see them repeated 
four or five times in the same child with the eruption 
of each group of teeth, being accompanied by red and 
swollen gums, we cannot escape the conclusion that 
dentition is a factor in their production’. 

Poncher, Schour and Massler,? writing on the oral 
cavity in the Mitchell-Nelson Textbook of Pediatrics, 
do not compromise. ‘Eruption’ they say, ‘is a physio- 
logic process and is not related to the many temporary 
systemic disturbances that frequently occur during 
infancy and childhood’. And yet, despite this opening 
Statement and others in support of it, we find this: 
‘There are, of course, exceptional instances in which 
the process of teething appears to irritate the child 
and may be associated with a mild fever, fretfulness, 
disturbed sleep, salivation and a tendency to put the 
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hand constantly into the mouth’. Surely from this it 
is logical to deduce that the eruption of teeth can and 
does affect the infant in a way that might seriously 
disconcert the mother. So also in other places we find 
these authors’ uncompromising and dogmatic affirma- 
tion that teething in infancy cannot be a symptomatic 
event give way to rather half-hearted admission that 
in exceptional instances deviations may happen. 

On the other hand, Sir Frederic Still * writes: ‘Lack 
of appetite in infancy up to the completion of the first 
dentition is, in the very large majority of cases, due to 
teething . . . I have seen infants about a year old resisting 
all efforts to feed them ...’° He adds that it must be 
obvious to everyone who has had to deal with large 
numbers of infants at the time of dentition that teething 
has a very real influence upon the nervous system in 
some infants. He had also observed in the incidence of 
anorexia in older children an unexpected predominance 
between the ages of 5 and 7 years, when the second 
dentition begins. Still quotes Preyer as saying that 
during teething the sensitivity to sounds may be in- 
creased and that the teething infant is specially likely 
to start and cry at a sudden loud sound . . . ‘the general 
nervous excitability becomes greatly increased’. 

Sir Robert Hutchison* used to say that teething 
was one of the contributory causes of bronchitis. “You 
will find children who get an attack of bronchitis every 
time they cut a tooth. Why that should be I do not 
know’, he said. Hutchison also believed teething to 
be a possible cause of convulsions, ‘though not so 
common a one as is popularly believed’. He also re- 
garded teething as a cause of persistent screaming. 
In his eyes, teething and earache went together, and 
he had no doubt that pending the eruption of a tooth 
an already existing eczema was apt to be aggravated 
and to adopt a more angry or inflamed appearance— 
he had seen that happen so often. 

Dr. Harold Noyes in Brennemann’s Practice of 
Pediatrics,® expresses the opinion that under ordinary 
circumstances (what these are he does not indicate) 
teething is a normal physiological process attended 
only by more or less increased salivation and a desire 
in the infant to bite upon objects. The prevalence of a 
respiratory or gastro-intestinal disturbance during this 
period and the human desire to attribute a cause-and- 
effect relationship between events which occur simul- 
taneously, he considers as having led to an exaggeration 
of the effect of teething upon the health of the infant. 
But he admits to a tendency for paediatric thought to 
travel too far in the opposite direction. 


AUTHOR’S OBSERVATIONS 


All these authorities concede, to a less or greater degree, 
that teething in infancy can produce upsets of different 
kinds. In my practice I have observed so constant a 
relationship between one symptom or a syndrome of 
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symptoms and the process of teething in an infant, 
which has cleared completely with the eruption of the 
tooth, that I have come to accept it. Certain symptoms 
associated with teething form such recurrent patterns 
that they could be called teething patterns or denti- 
tional syndromes of infancy. The idea that the symp- 
toms are causally related to teething is old; but I wish 
to submit the concept that in any one infant the teething 
disturbance runs to a pattern which persists and shows 
little if any variation but can be grossly different from 
the teething pattern recurrently manifested in another 
infant. This is new. 

The doctor in general practice who has much to do 
with patients in the paediatric age-group has an ad- 
vantage over the consultant in drawing conclusions 
from teething difficulties. Unlike the consultant, the 
family doctor is commonly called in by a worried 
mother each time her baby is unwell, and it is in this 
way that I have been enabled to make the observations 
that support my contention that the teething process 
follows a pattern that is constant in any one infant. 

The simplest teething pattern is that seen in the infant 
who cuts its teeth without any bother whatsoever. 
This is to be contrasted with the process in a baby, 
often in the same family, who suffers in a way which 
proves most distressing to the parents. 

I have taken Holt’s criterion for determining the 
causal relationship of the clinical upset to the teething, 
viz. the fact that the same symptom or grouping of 
symptoms in greater or less degree has appeared just 
before or with the eruption of a tooth, has recurred 
with each subsequent dental eruption, and has stopped 


when the last, or two-year-old teeth have appeared. 
The time of cessation of the recurrent sickness of the 
baby is noticed by nearly all mothers, especially those 
who have been very worried. 

I do not intend to imply that a clinical disturbance 
attributable to teething is ipso facto to be regarded 
in a different light from a similar morbid state not so 


related, or that the treatment is different. But I should 
like to propose the concept that these teething difficulties 
and symptoms are in themselves complications of the 
teething; although the process is physiological it is 
capable of inducing pathological states. 

My observations were made usually in these circum- 
stances: I was called to attend to a morbid state in an 
infant who was incidentally teething. The morbid 
state cleared as, incidentally, a new tooth or group of 
teeth appeared. I would be called again some little 
time later for a similar episode of illness and again 
observed that a tooth was about to erupt—and did 
erupt at the time the sickness abated. These recur- 
rences of the same, or similar, type of illness stopped 
after the eruption of the last group of deciduous teeth 
and did not recur. 

Symptoms. The kinds of conditions I have met with 
vary greatly. Some are very common, others not so 
common. Many have occurred singly but of these a 
number have appeared together and in different com- 
binations. Of the simpler manifestations I have seen 
the watery eye, the flushed cheek, the runny nose, a mild 
fever, simple cough and anorexia. A skin rash is some- 
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times seen, most common about the face and especially 
the cheeks; and like other observers I have witnessed a 
marked aggravation of an atopic eczema or seborrhoeic 
eczema. Simple excessive salivation has been perhaps 
the commonest of all accompaniments of dentition, 
occasionally associated with a looseness of the bowels. 
Insomnia by night and restlessness by day have been not 
uncommon, and also earache showing up an otitis media. 
Recurrent bronchial catarrh with a cough and little or 
no elevation of temperature, | have seen only occasion- 
ally, unlike some observers in more inclement climates. 
Once only was I able to attribute repeated convulsive 
seizures to teething, but once is enough to establish 
this rare causal relationship. I have also seen diarrhoea 
alone, vomiting alone, and the two together. 

This list of personal observations is not a lengthy 
one nor does it hold many unusual types of disturb- 
ance, and I have no doubt that many practitioners could 
add others also based on the criterion I have accepted. 
I should like to record two instances in two infants 
which appeared almost identical or differing only in 
degree. One infant, quite well in all other respects, 
when a tooth or group of teeth was about to erupt 
would, without apparent reason, at any time during 
the day, fall asleep. A diagnosis of narcolepsy deserved 
serious consideration indeed a latent presence of this 
disability cannot be ruled out; nevertheless it was only 
in association with the process of teething that the 
phenomenon appeared, and the intelligent mother by 
her own observations was able to reassure herself by 
the close association. This was justified when the first 
dentition was complete and the somnolent seizures 
ended. In the other case a diagnosis of epileptiform 
seizure also called for consideration. This infant had 
episodes of deep sleep during which her skin became 
pallid. She could not easily be aroused from this state 
of unconsciousness for several minutes, but when she 
did waken seemed none the worse. A few days later 
one tooth or more would present. This rather disturb- 
ing occurrence ceased when the last tooth arrived and 
the child has not turned a hair since. 

Causation of Symptoms. \ have found it difficult to 
establish any relationship between the teething process 
and the morbid process causing the symptoms. From 
the point of view of the different tissues affected and 
their embryological derivation, the teeth are of ecto- 
dermal origin and many of the tissues affected have the 
same origin, such as the eye in part, the mouth and 
oropharynx, the nervous system and the skin; but other 
symptoms like the vomiting, diarrhoea and bronchitis 
do not conform with this rule. 

As others have said, there is undoubtedly considerable 
variation in the ease or difficulty with which the teeth 
penetrate the overlying soft gingival tissue; the amount 
of fibrous connective tissue beneath the epithelial 
layer which covers the dental buds varies from child 
to child, and examinations of sections of this tissue 
suggest that it is increased according to the degree of 
pressure to which the area is subjected while edentu- 
lous. Is it possible that the irritation of the tissue over- 
lying the tooth about to erupt may upset the nervous 
equilibrium which is dependent upon the same embryo- 
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logical developmental layer? Is it this nervous balance 
which is primarily disturbed, to produce, secondarily, 
symptoms and signs in other organs of the same embryo- 
logical origin, and even producing secondary disturb- 
ances in organs of a different origin as a result of the 
nervous imbalance? 

It is also hard to explain the constancy of teething 
pattern in one child and the difference of pattern in 
another. We use words like ‘undue sensitiveness to 
teething’ or ‘nervous temperament’ with little real 
understanding of the connection that the process of 
teething can have with otitis media, a skin rash, bron- 
chitis, a gastro-intestinal upset, fits, sleep disturbances, 
etc. These manifestations taken singly may be anatomi- 
cally unrelated and yet all may be caused by ectodermal 
stimulation. 


CONCLUSION 


The age-old belief that teething can make the infant il) 
in various ways is still valid. It may be comforting to 
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the parent and the family doctor if a frightening seizure 
or, more commonly, a condition like bronchitis which 
worries by its recrudescence, can, because of its constant 
association with the eruption of teeth be regarded as a 
transient phenomenon unlikely to be repeated once the 
dentition is complete. 
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HOSPITALS ABROAD 


IMPRESSIONS AND EXPERIENCES OF A RECENT VISIT TO EUROPE AND THE UNITED STATES 
OF AMERICA* 


H. J. HuGco, M.A., M.D., B.Cu., B.A.O. 


Medical Director of Hospital Services, Transvaal 


In the brief minutes at my disposal I shall endeavour 
to describe to you some of the impressions I formed 
and some of the experiences I gained during my recent 
visit to Great Britain, Eire, Norway and Sweden, Italy, 
Switzerland and the United States of America. 

I was indeed fortunate and honoured to have been 
awarded, perhaps for the first time, a fellowship for 
the study of hospital administration under the auspices 
of the World Health Organisation and before pro- 
ceeding I wish to record my appreciation of the services 
and courtesy granted to me by this organization and 
by my sponsors in the various countries in which I 
travelled. 


Private Patients in Hospital. 1 soon discovered that 
the Hospital Ordinance of the Transvaal, as compared 
with the benefits granted in other countries to their 
peoples, is a unique piece of legislation; nowhere in 
the world I travelled did I find a person’s ability to 
pay hospital fees based on his ability to pay the medical 
fees of his private doctor. From my experience of this 
Ordinance I have grave doubts whether this type of 
‘means test’ is an equitable and reasonable one. 

Everywhere I travelled I found the authorities did 
everything they possibly could to provide not only 


* A paper presented at the South African Medical Congress, 
Port Elizabeth, June 1954, being a study on Hospital Administra- 
tion conducted under a Fellowship Award (1953) of the World 
Health Organization. 


beds for private patients and for the staff attached to 
the hospital but everything that would afford out- 
patients the advantage of private treatment facilities. 
In our country this is not the tendency; on the con- 
trary the tendency is to prohibit and denounce such 
facilities for the practice of the private practitioner. 

Of course, in all these countries hospital facilities for 
private practice are controlled. While professors and 
senior lecturers are granted a restricted private practice, 
the full-time junior staff may not have any practice 
from patients who are admitted into hospital; they 
may, however, have a limited amount of out-patients 
or ambulatory-patient practice and all fees charged are 
controlled. 

In England there are what are called ‘amenity’ beds, 
and a surgeon or doctor may charge up to £75 inclusive 
of bed charges. On the Continent the fees are deter- 
mined by an agreement between the hospitals and the 
government. In America there is either an out-and-out 
free system of aid or the patient pays, and pays dearly; 
and so expensive are the charges for medical attention 
and hospital service that anyone not insured runs the 
risk of financial embarrassment for many years. 

In regard to staffing of hospitals, I observed the tend- 
ency in most countries was towards a mixed staff of 
full-time and part-time people; as a rule professors 
are allowed a fair amount of private practice. In 
America, on the contrary, most of the staff is part- 
time, because in America most hospital treatment is 
carried out by voluntary hospitals, the Federal Govern- 
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The need for a modern method of controlling many of the 
distressing infections of the gastro-intestinal tract is met by 
the introduction of Guanimycin. 


Guanimycin is the first South African oral preparation of 
streptomycin combined with sulphaguanidine. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by 
simple mixture with water. 


Guanimycin is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhcea, and other mixed infec- 
tions of the gastro-intestinal tract in infants, children and adults. 


GUANIMYCIN 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 
In bottles to prepare 4 fluid ounces. 


Literature on application. 


HAN BURY S 


INEGRPORATED 


ON 
FOCUS 
G 
rizi q 
& 


xviii S.A. MEDICAL JOURNAL 16 October 1954 


flew Wrotein Incumbe 


Contains specially prepared, de-fatted milk powder 
— gives the Non-European infant an equal chance 
of health from the beginning. 


By increasing the protein content of In- New Protein Incumbe, being a mixed cereal, 
cumbe to 22.8% and adding carbohydrate, allows for a much better distribution of essen- 
fat-ratio-compensation has been effected and tial amino-acids than does one type of cereal 
New Protein Incumbe, when used in accordance only. Incumbe contains Soya Bean Flour, 
with the feeding tables, offers a food compar- Wheat, Maize, and Kaffir Corn —this last being 
able in nutritional value with cows’ or dried especially valuable owing to its nicotinic acid 
milk. content, the Pellagra-Preventing Factor. 

25% of the whole food calor- 
ies are protein, this again giving 
a ratio of 45% milk protein and 


Feeding Tables ore calculated on the 


= Mothercraft system of calorie estimation. 


‘ 4 Calories values are: 
55% mixed cereal protein. INCUM 
THE BABY FOF 
103. Calories per ounce of incumbe. 
11 Teaspoons = 1 oz. 
9.4 calories = 1 level teaspoon. 


Feeding tables are available in all 
INnCUMBE BABY F 0D Native dialects. For a supply of these 
0 write, Dept. 851, Free Advice Bureau, 


Hind Bros. & Co. Ltd., Umbilo, Natal. 
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Noteworthy 


for its 
: A. selective alkaloidal extract (alkavervir fraction) of 
Veratrum viride, Veriloid presents these noteworthy features 
» £ when a potent hypotensive agent is indicated. Its dosage 
forms provide notable flexibility in treatment. 


@ Biologic assay — based on actual @ In broad use over five years, literally 
blood pressure reduction in mam- in hundreds of thousands of patients, 
mals — assures uniform potency and no other sequelae have been re- 

constant pharmacologic action. ported, whether Veriloid is given 


orally or parenterally. 
@ Blood pressure is lowered by cen- . P eee 
trally mediated action; there is no @ Tolerance or idiosynerasy rarely 
ganglionic or adrenergic blocking. develops; allergic reactions have not 
been encountered. Hence tablets 
@ Therapy is rarely, if ever, fraught Veriloid can be given for the long 
with the danger of postural hypo- course of treatment required in se- 
tension. vere hypertension. 


@ Hypotensive action is independent @ Continuing therapy with Veriloid 
of alterations in heart rate. has not led to interference with 
appetite or with excretory function. 
@ Because of its rapidly induced, pro- 
@ Renal function, unless previously longed action (6 to 8 hours), tablets 
grossly reduced, is not compromised. Veriloid provide around-the-clock 
hypotensive effect from 4 doses 
@ Cerebral blood flow is not de- daily, make today’s dosage effective 
creased. ; today, and usually prevent hyper- 
@ Cardiac work is not increased, tensive “spiking” during the night. 
tachycardia is not engendered. @ A notable safety factor in intra- 


@ No dangerous toxic effects from venous administration is: the extent 
oral administration. Side actions to which blood pressure is lowered 
of sialorrhea, substernal burning. is directly within the control of the 

bradycardia, nausea, and vomiting physician. ; , 

(due to overdosage) are readily @ Suitable for combined therapy with 

overcome and thereafter avoided by other agents, e.g. Rauwolfia, with- 
dosage adjustment. out diminution of safety factor. 


@ Cardiac output is not reduced. 


AFRICA (PTY.) LTD., 


P.O. Box 1355, PORT ELIZABETH 
LOS ANGELES TORONTO > LOUGHBOROUGH 
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TOGETHER 
PENICILLIN & 


STREPTOMYCIN 
ATTACK 


a wide range of gram-positive 
and gram-negative bacteria—often assisting each other 
in dealing with the more obstinate organisms 


and together they are in 


SECLOMYCIN 


Trade mart 


In one injection Seclomycin provides the combined antibacterial 
activity of both procaine and sodium penicillin plus streptomycin. 
Here is a “broad spectrum" preparation in the truest sense, 
exerting a powerful attack on infections of mixed bacterial origin 
—typically, peritonitis, infected wounds, and infections of the 
urinary tract. 


* Dry powder for preparing aqueous suspension 


Prepared as directed, single-dose vials contain 300,000 units procaine penicillin, 100,000 units sodium penicillin and 
0.5 gram streptomycin sulphate. 


you feel you almost live there... 


The number on the door is all too familiar .. . and so is 
the youngster. “ He’s run-down again, doctor. . . just like 
last month ’”’—and so it goes on. And back you go again 
and again. But need you? Minadex does much to solve 
the problem of the run-down, debilitated child. 


By replenishing the blood’s reserves of essential minerals 
and by ensuring an adequate intake of protective 
vitamins A and D, Minadex staves off fatigue and fortifies 


resistance to infection through the natural mechanisms. 


Minadex 


Orange-flavoured mineral-vitamin tonic 
In 6-oz. and 80-oz. bottles 


GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 9875, JOHANNESBURG — 
AGENTS: M. & J. PHARMACEUTICALS (PTY.) LTD., P.O. BOX 784, PORT ELIZABETH. 
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ment making itself responsible for ‘veterans’ and army, 
navy and air force personnel and their families and for 
public health services and infectious-disease and tuber- 
culosis hospitals. 


Training for General Practice. In my discussions with 
deans of medical faculties—and amongst the faculties | 
visited were the London University, Uppsala Uni- 
versity (Sweden), the Universities of Oslo and Bergen 
(Norway), Birmingham University, Edinburgh Uni- 
versity, Columbia University (New York) and George- 
town University (Washington)—I found quite a con- 
siderable measure of concern about the training of 
present-day medical students and the influence of the 
academic training on general practice. So much is 
this a fact that in England medical students in their 
5th year are placed for 6 weeks under the care of a 
private practitioner, where they serve an apprenticeship 
to gain some idea of social medical practice as distinct 
from a university hospital atmosphere. In Norway 
it is obligatory for a medical student, before going to a 
medical practice on obtaining his diploma, to serve 
6 months in a country or town practice with a public 
health medical officer. 

America is disturbed over the influence of specialism 
and is making rapid strides to bring about the integra- 
tion of hospital and home services whereby medical 
students, and also nurses, are sent to the homes of 
patients who need not be admitted or detained in 
hospital, and under their immediate senior carry out 
a fair amount of home practice. Bluestone has done 
much work on these lines at the Montefiore Hospital 
in New York. The Bellevue Hospital (New York) has 
an extensive programme of home care and perhaps 
the most intensive form of home and hospital integra- 
tion service is carried out at Boston Massachusetts 
Dispensary Centre. 


Rehabilitation. 1 found that much stress is being laid 
on rehabilitation because everywhere it is realized that 
unemployment through ill-health is a country’s most 
expensive liability. What struck me most was the 
‘holistic’ approach to rehabilitation, not only in theory 
but also in practice. In my visit to the National Insti- 
tute of Physical Rehabilitation of the Bellevue-New 
York Medical Centre, where I had the honour of 
attending the medical clinics of Dr. Howard Rusk, 
I saw the great importance and benefits to be derived 
from group consultation. 


I was specially requested by the Transvaal Adminis- 
trator-in-Executive-Committee to investigate the hos- 
pital aspect of cerebral palsy patients and of alcoholism, 
on which subjects my visit took me to Queen Mary’s 
Hospital (Carshalton Beeches, England), the Baltimore 
Cerebral Institute, the Johns Hopkins University 
Medical School, the Knickerbocker Hospital (New 
York), Guy’s Hospital (London) and Wingfield Morris 
Hospital (England). 


Cerebral Palsy. It was interesting to note how little 
hospitalization was being done for cerebral palsy and 
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how much ambulatory treatment was being carried out. 
In fact, in a hospital such as Queen Mary’s Hospital 
with over 1,000 beds, only something like 20 patients 
were actually detained in hospital. Also interesting 
was the stress laid on the earliest stage for treatment 
(from 6 months onwards) and how opinion varied 
about the way treatment should be applied. In Britain 
the theory seemed to be, ‘Bring to treatment at an 
early age and teach self-help by education’. In the States 
and Europe more stress is laid on the use of appliances. 

I was particularly interested in the research work 
done by the Nuffield Research Laboratory at Wing- 
field Morris Hospital under Professor Trueta. In our 
country we shall have to give serious consideration to 
the desirability of hospitalization of cerebral palsy, 
with more ambulatory treatment and school education, 
and perhaps a certain amount of ‘hostelization’, 
i.e. institutional care without necessarily providing 
constant on-the-spot skilled nursing and medical 
attention. 


Alcoholism. \n the United States of America the centre 
of treatment is around the hospital and not in alcoholic 
clinics detached from the hospital. The Knickerbocker 
Hospital has a big section for alcoholic patients and 
here one finds use being made of anti-alcoholic agencies, 
particularly the Alcoholics Anonymous group. Before 
I left South Africa repeated appeals were made to me 
by various interested bodies for financial grants for 
the establishment of small private clinics and institutes. 
I could not lend my support then, and now, after my 
experience overseas, my opinion is confirmed; for 
I am certain that alcoholism must be regarded as a 
disease and must be treated at or in conjunction with a 
hospital. I am happy to record that the Provincial 
Administration of the Transvaal, on my suggestion, 
has appointed a special advisory committee for this 
matter and it is hoped soon to have a workable pro- 
gramme in practice. 


The Ageing and Chronic Sick. 1 also took the oppor- 
tunity of investigating the subject of the treatment and 
care of the ageing and chronic sick. My visit to the 
Birmingham Hospital Centre, where Professor A. P. 
Thompson and his colleagues entertained me, was most 
profitable, for here I saw attempts to treat the ageing 
and chronic sick, to improve their condition, and not 
to discard them as the derelict shipwrecks of humanity. 
In Zurich I saw the beautiful geriatric section of the New 
City Hospital wonderfully planned for the treatment of 
the chronic sick. 

In America in many instances the medical profession 
is beginning to judge the standard of performance of a 
general hospital no longer by the large number of acute 
sick actually admitted but by the large number of 
chronic sick patients. Even amongst the acute patients 
the standard is set by the research work and the clinical 
investigation and teaching that is being done on chronic 
sick patients. We are on the right lines in the Transvaal 
in the pattern of treatment at Edenvale, where we have 
sifted chronic cases and where, after we have given 
back to Social Welfare the socially ‘in need of care’, 
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our real chronic sick are getting specialist care and 
attention and many are being sent home cured, or at 
least rehabilitated to a fair degree of productivity and 
self-help. 

In Meerhof we have the example of a hospital for 
the young long-term sick patient; and, with its pro- 
vision of skilled medical and nursing attention, here 
too we no longer speak of chronic incurable disease 
but we send home some of our so-called doomed patients 
and help them to take employment in ordinary society. 
One of our youthful patients, at one time pronounced 
an incurable case, is now a most dependable male 
nurse-auxiliary in the institution and at the end of the 
year it is quite possible that through the efforts of the 
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school attached to the hospital we shall employ several 
physically-handicapped boys and girls at the institu- 
tion and school. 


I am sure that my colleagues in the Cape at the 
Conradie Home are having similar results. I wish to 
utter a warning here: when we speak of the physically- 
handicapped we must remember that the term covers 
not only orthopaedic disability but a far greater sphere 
of long-term incapacity such as the cardiac cripple, 
the muscular cripple and others. 


I am happy to have the opportunity of sharing my 
experiences with my colleagues of the General Hos- 
pital Administrators’ Group. 


REVISION SERIES 


ll. THE INDICATIONS FOR FORCEPS DELIVERY AND A SURVEY OF 330 
FORCEPS DELIVERIES 


L. G. R. VAN DONGEN, M.Sc., M.D., M.R.C.O.G. 


Senior Obstetrician, Queen Victoria Maternity Hospital, Johannesburg 


In the 30 months between July 1951 and December 
1953, 9,677 European women were delivered at the 
Queen Victoria Maternity Hospital, Johannesburg. 
Some of these had attended the antenatal clinic and 
others were unbooked cases. Amongst them 330 forceps 
deliveries were performed—an incidence of 3-41 °%. 
Cases where forceps were used in the delivery of the 
after-coming head in breech deliveries are not included 
as forceps deliveries. 

The age distribution of the patients delivered by 
forceps differed practically not at all from the age 
distribution for all deliveries (see Table 1). 


TABLE I. AGE DISTRIBUTION OF FORCEPS DELIVERIES 
All Forceps 
Age-Group Deliveries Deliveries 
Under 20 14 -5% 16-1°, 
20-29 61-9", 60 
30-39 20:7%  20:3% 
40 and over 2:9% act 


As would be expected, forceps delivery was _per- 
formed much more frequently in primiparous women 
than in multiparae, the ratio being roughly 5 to | 
(Table II). 


TABLE II. FORCEPS AND PARITY 
All Forceps 
Deliveries Deliveries 
Primiparae 46 83-9°%, 
Multiparae $3 16-1% 


Among the 330 patients who were delivered by 
forceps, the total duration of labour varied as follows: 


Less than 6 hours ; 8 -5% 
Between 6 and 24 hours 70% 
More than 24 hours 215% 


The incidence of a labour lasting more than 24 hours 
among the total group of deliveries (9,677) was 4-2°,. 
There was thus a significantly high rate of forceps 
delivery among those patients with inefficient uterine 
action, as would be expected. 


INDICATIONS FOR FORCEPS DELIVERY 


The indications for forceps delivery may be divided into 
3 large groups: (1) delay in the second stage of labour, 
(2) foetal distress, and (3) maternal indications. 


(1) Delay in the Second Stage of Labour 


Delay in the second stage was the indication for 128 
of the 330 forceps deliveries performed (i.e. 38 -8°,). 
The reasons for delay were poor uterine action, a 
rigid or muscular perineum, or an occipito-posterior 
position of the vertex. In a few cases mild disproportion 
appeared to account for the delay. In those cases of 
delay in which the foetal head was on the perineum, 
an episiotomy was first performed, and if after several 
contractions the head was not delivered, then forceps 
were applied. 

It is felt that forceps have no place in cases of marked 
or even moderate disproportion. In cases of minor 
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disproportion, however, where the head engages in the 
pelvis as a result of moulding, forceps are used even 
though the head may be a ‘tight fit’. (It should be em- 
phasized that this paper discusses the European par- 
turient: the African patient is quite often capable of 
forcing the foetal head into the pelvis despite the pre- 
sence of marked disproportion, and such a patient 
demands a very nice assessment at an earlier stage of 
labour to ensure a successful outcome.) It should also 
be noted that ‘trial of forceps’ is not practised at this 
hospital. 

It is significant that in 44 of the 128 cases of delay 
in the second stage of labour there was an occipito- 
posterior position of the vertex present (34 -4°,). Manual 
rotation into an occipito-anterior position was always 
attempted in such cases, except where the head was 
bulging into the perineum. 

For many years it has been the established policy 
at this hospital to terminate labour with forceps in 
those cases which have been in the second stage for 
14-2 hours and where the head is engaged. From time 
to time there has been a tendency to reduce this time 
limit in the multipara. Generally speaking, however, 
no discrimination was made between primipara and 
multipara provided no other indication for forceps 
delivery presented itself. Of the 128 patients showing 
delay in the second stage only 16 were multiparae 
(12-5°%), 9 of these being associated with occipito- 
posterior positions of the vertex. 

O’Donel Browne! has advocated that delivery 
should be assisted as soon as it appears that there is 
no advancement of the head in the second stage, without 
waiting a specific time. However, one feels that this 
approach might lead to the performance of a large 
number of unnecessary forceps deliveries. It often 
happens that in cases where no progress appears to 
take place in the second stage, a sudden almost rapid 
advancement of the head occurs if the patient is allowed 
to continue bearing down for a while longer. Because 
of this, it seems justifiable to allow at least 14 hours 
in the second stage, always provided that no other 
indication for interference supervenes. 


(2) Foetal Distress 


Foetal distress was the indication for forceps de- 
livery in 155 of the total of 330 forceps deliveries re- 
viewed and it was thus the commonest indication for 
assisted delivery (47 -5°%). 

Foetal distress was diagnosed whenever the foetal 
heart-rate fell below 110 beats per minute between 
contractions. The presence of meconium-stained 
liquor did not in itself serve as sufficient indication for 
forceps delivery, but was only taken as a warning to 
watch the foetal heart-rate especially carefully. It has 
been the practice to auscultate the foetal heart after 
every contraction whenever foetal distress is suspected. 
The routine procedure when foetal distress occurred 
was to administer continuous oxygen to the mother 
with a B.L.B. mask, while preparations were being 
made for the forceps delivery. 

The choice of anaesthetic depended upon the circum- 
stances of the case. If the foetal condition appeared to 
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be deteriorating fairly rapidly, if manual rotation of 
the head had to be performed, or if the patient was 
difficult to manage, then general anaesthesia was used, 
as being usually more rapid. Otherwise local anaesthesia 
(pudendal block) was always employed, as it is un- 
doubtedly the optimum anaesthetic for mother and 
infant. 

A foetal heart-rate of 160 beats per minute or more 
was not taken as an indication for forceps delivery, 
but as a warning to be vigilant for a sudden drop or 
irregularity in the foetal heart-rate. In most normal 
cases the foetal heart-rate drops just after a contraction 
has commenced and rapidly returns to the normal rate 
as soon as the contraction has passed off. However, 
when the foetal heart becomes not only slow but also 
irregular during a contraction, then this should be 
watched very carefully and taken as imminent foetal 
distress, even though the heart-rate returns to normal 
between contractions. Similarly, when the foetal 
heart-rate increases in a sluggish manner after a con- 
traction has passed off, even though it remains regular, 
it is taken as a sign of impending foetal distress. 

Occasionally the foetal heart behaves in ways that 
do not accord with the rules here laid down and are 
difficult of interpretation in the present state of our 
knowledge. Until we know more about the mechanisms 
which control the foetal reactions in utero, we had 
better adhere to these rules in diagnosing imminent 
foetal distress, even though in a few cases our diagnosis 
appears to be falsified. 

Prolapse of the cord with the head engaged in the 
pelvis in the second stage was not frequently met with; 
there were only 2 such cases in the ser.es of 330 forceps 
deliveries (i.e. 0-6°.). Both cases were associated with 
foetal distress. The obvious treatment, where the head 
is engaged and the cervix fully dilated, is to deliver the 
infant as soon as possible with forceps. 


(3) Maternal Indications 


Maternal indications for the use of forceps are attain- 
ing more prominence than hitherto in obstetrical 
practice. They accounted for 45 (or 13-6%) of the 
forceps deliveries in this series. 

(a) Maternal Distress. Fifteen patients were delivered 
by forceps because of maternal distress (4-5%). This 
condition was usually met with in patients who had 
undergone a prolonged first stage of labour, where 
fatigue became manifest in spite of careful attention to 
sedation, food and fluids. The condition was recognized 
by a rise in the patient’s temperature to 99° F or more 
and by a persistent tachycardia of 100 or more beats 
per minute. In these 15 cases there was no evidence of 
foetal distress at the onset of maternal fatigue, but not 
uncommonly foetal and maternal distress are found 
ogether. 

Marked lack of co-operation on the part of the 
patient, and hysteria that cannot be controlled in the 
second stage, sometimes necessitates a forceps delivery 
under general anaesthesia. This group, however, should 
not be confused with true maternal distress. 

(b) Cardiac Disease in the mother was the indication 
for forceps delivery in 18 cases (5-5°%). An attempt 
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was always made to apply forceps in the second stage 
in all the patients with a heart lesion and decompensa- 
tion, no matter what degree of decompensation was 
present. Thus, all cardiac patients grouped as Type 
2, 3 or 4 by the American Heart Association’s classifica- 
tion were candidates for forceps delivery. Owing to 
the very short and easy second stage that usually occurs 
in heart disease, a fair proportion of these patients 
delivered themselves spontaneously before forceps 
could be applied. When forceps were applied, local 
anaesthesia was always used, except if a manual rota- 
tion of the head was to be attempted, when general 
anaesthesia was used. 

Type-1 cardiac patients, that is, patients with a heart 
lesion that is fully compensated, were not subjected to 
forceps delivery unless the second stage had lasted for 
one hour. 

(c) Previous Lower-Segment Caesarean Section. Pa- 
tients with a normal pelvis who had undergone a lower 
segment Caesarean section at a previous pregnancy 
for placenta praevia, severe pre-eclampsia, foetal 
distress or malpresentation, and in whom everything 
was now apparently favourable, were allowed a normal 
first stage under strict supervision. Their second stage 
was then terminated by forceps. There were only 6 
such cases in this series (1 -8°,). A normal third stage 
was encouraged and once the placenta was delivered, 
the uterine cavity was explored and the Caesarean 
scar felt as a routine. 

Patients who had undergone previous classical 
Caesarean section were preferably treated by repeat 
Caesarean section because of the fear of rupture of 
the classical scar. 


(d) Lung Conditions. Because of active pulmonary 
tuberculosis, forceps were applied as soon as the second 
stage had commenced in 4 cases of this series (1 -2°4). 

The same treatment would apply to patients suffering 
from pneumonia or other marked lung infection, the 
delivery being performed under local anaesthesia. 
Similarly, if a patient has a history of lobectomy or 
pneumonectomy, the second stage is made as short as 
possible by forceps delivery under local anaesthesia, 
the patient being given oxygen in the meanwhile. 

(e) Hypertension. A severe degree of hypertension 
in the mother, from whatever cause, be it essential 
hypertension or pre-eclampsia, is taken as an indica- 
tion for forceps delivery. A well-sedated first stage is 
allowed and forceps are applied as soon as the cervix 
is fully dilated—provided, of course, that the head is 
engaged. Two patients in this series were delivered by 
forceps for hypertension only. 

In cases of eclampsia forceps delivery may well be 
indicated. Usually the second stage is short and rapid, 
but if there is any delay whatever it seems advisable 
to deliver with forceps under general anaesthesia, 
because of the marked hypertension usually associated 
with these cases and because of the danger of fits during 
the stresses of the second stage. Occasionally, because 
of the heavy sedation given to severe pre-eclamptics 
and eclamptics, the patient cannot bear down at all in 
spite of good uterine contractions, and forceps must be 
used in these cases. 
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Though no case occurred in this series, coarctation 
of the aorta should perhaps be mentioned here. From 
a recent survey ® of this rare condition, it would appear 
that the modern trend is to allow a normal well-sedated 
first stage of labour in these cases, and to apply forceps 
as soon as the cervix is fully dilated. 

(f) Weak Abdominal Wall. Very rarely a patient is 
seen who has paresis of the abdominal wall and who is 
unable to bear down with any effect. Forceps delivery 
is obviously indicated in such cases. One patient was 
delivered twice in this series of forceps deliveries be- 
cause of abdominal paresis following poliomyelitis. 


FURTHER 
Presentation of the Vertex 


In 69-7°, of the cases requiring forceps delivery, 
the vertex presented with the occiput anterior, while 
in 100 cases (or 30-3°,) the occiput was posterior. 
A more detailed analysis is as follows: 


ANALYSIS 


R.O.A. .. 
L.O.P 9-7% 
P.O.P 11-35% 


Manual rotation of the vertex to an occipito-anterior 
position was done in 63 cases, that is, in 63% of the 
occipito-posterior positions. 


Type of Forceps Delivery 


Mid-forceps deliveries were done in 86 cases (26-1 °;). 
The remainder, 244 cases (or 73-9°%), were all low 
forceps. 


Anaesthetic 


Local anaesthetic was used in 150 cases (45-5°,), 
and general anaesthetic was used in 180 cases (54 -5°,). 


Episiotomy 


The number of episiotomies performed was 256 
(77 -6°.). Multiparous patients were usually delivered 
without an episiotomy, except in a few cases where an 
episiotomy had been performed to facilitate a difficult 
manual rotation. An attempt was made in primiparous 
patients, except when there was a delay with the head 
on the perineum, to deliver with forceps without cutting 
the perineum, but in the majority of these cases an 
episiotomy was found necessary because of a tearing 
perineum. A medio-lateral episitomy was invariably 
used. 


Blood Loss in the Third Stage 


The patients who lost 20 oz. or more of blood in 
the third stage numbered 44—a PPH-rate of 13-3°%%. 
The PPH rate was usually found to be greater in those 
patients delivered under general anaesthesia, possibly 
because uterine action was depressed by the inhalation 
anaesthetic. Oxytocics were not used until after the 
placenta had been delivered. 


Method of Placental Delivery 


A normal spontaneous delivery of the placenta was 
always anticipated, except if a difficult forceps delivery 
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had been carried out, in which case a manual removal 
of the placenta was performed with the object of ex- 
amining the uterus at the same time. Such cases were 
invariably delivered under a general anaesthetic. Cases 
delivered under pudendal block nearly always had 
a normal third stage in which the placenta was delivered 
spontaneously or by simple expulsion. If haemorrhage 
occurred or if the placenta was retained for one hour, 
then a Credé manoeuvre was attempted once, and if 
it was not successful another was attempted under 
general anaesthetic. If this failed a manual removal 
of the placenta was carried out. 

If the patient was delivered under a general anaes- 
thetic a normal delivery of the placenta was awaited 
while the perineum was being repaired and then usually 
by the time this was completed the placenta was found 
to have separated and was delivered by simple expulsion. 
If, however, haemorrhage occurred or if the placenta 
was not yet separated by the time the perineum was 
repaired, a Credé manoeuvre was attempted and, if 
this was unsuccessful, a manual removal was performed. 

The analysis of placental delivery in the 330 forceps 
deliveries is as follows: 


Spontaneous delivery 207 cases (62 -7°,) 
Simple expulsion . . 38 cases (11 -5°, 
Credé manoeuvre 8 cases (2 -4°,) 
Credé under general anaesthetic 15 cases (4-5°,) 


Manual removal .. 62 cases (18 -8°,) 
RESULTS 


There was one case in which forceps delivery was 
attempted without success. This was a multiparous 
patient in whom there was a constriction ring. The 
case was delivered successfully by Caesarean section, 
a vertical uterine incision being used, which demon- 
strated the constriction ring clearly. 

In the 330 mothers who were subjected to forceps 
delivery there were no maternal deaths and no major 


The rapid growth of the fishing industry over the last 10 years has 
had a significant effect upon the national nutrition, both directly 
through the fish consumed and indirectly through the protein- 
rich foodstuffs made available for agriculture. 

From the earliest days the Cape gained a great reputation for 
the abundance of fish in its seas. But the colonists were told not 
to ‘waste their time fishing’ and it was until towards the end of 
the 19th century that sudden demands upon our food supplies 
led to the investigation of the possibilities of developing a fishing 
industry. Progress, however, was slow, an important landmark 
being the report issued by the Board of Trade and Industries in 
1934, which is still well worth reading. In 1944 an Act was passed 
setting up the Fisheries Development Corporation and an Advisory 
Council; since then the industry has grown at a phenomenal 
rate (see Table I and Fig. I). 
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trauma. Minor trauma, such as vaginal and labial 
lacerations, occurred in a few mothers. 

In 321 cases infants were born alive and there were 
9 stillbirths—a stillbirth rate of 2-72°,. A post-mortem 
examination was carried out on all the stillborn in- 
fants. Two were already dead on admission to hospital; 
one of these was born of a moribund eclamptic patient 
who was an unbooked emergency case, and the other 
was a macerated foetus (? post-mature). Five were 
found to have died of asphyxia (one (premature) asso- 
ciated with severe pre-eclampsia, one with accidental 
haemorrhage, and one with post-maturity). One infant 
was found to have died from cerebral haemorrhage 
and one from gross suprarenal haemorrhages. 

There were 5 neonatal deaths (1 -52°%%). Post-mortem 
examinations were performed in all 5 cases. The cause 
of death in one was cerebral haemorrhage; in another 
subdural haemorrhage; 2 died from atelectasis, both 
premature babies, one associated with eclampsia and 
the other with accidental haemorrhage in the mother. 
The fifth infant died after operation for tracheo-oeso- 
phageal fistula. 

There was thus a total foetal wastage of 4-24°, in 
this series of 330 forceps deliveries. 

Maternal Morbidity 

Maternal morbidity developed in 8 cases after for- 
ceps delivery; in 2 cases it was due to uterine sepsis, 
in 2 to perineal sepsis (sepsis in episiotemy wound), 
in 2 to abscess in the arm following the intravenous 
administration of glucose solution for acetonuria during 
labour, in | to acute bronchitis, and in 1 to subacute 
bacterial endocarditis. All 8 patients survived. The 
maternal morbidity rate was thus 2-4°. 

I would like to thank Professor O. S. Heyns, of the Department 
of Obstetrics and Gynaecology, University of the Witwatersrand, 
for giving me the opportunity of writing this paper. 
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TABLE I. GROWTH OF THE FISHING INDUSTRY 


Total 
Catch 
(excluding 
Total Pilchards 
Trawlers Fishing Fishermen and 
Craft Maas- 
bankers) 
Million 
lb. 
Before 1900 nil 11 
1900 = 7 368 1,800 20 
1934 ee ‘a 17 1,458 6,000 45 
1941 ad a 21 1,864 6,000 
1948 et a 30 2,219 5,000 200 
1953 . 41 (a) 2,750 8,000 228 (b) 


(a) 34 registered at Cape Town. (5) Trawled 128, inshore 80, 
rock lobster 20. 
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The chief fishing grounds are off the West Cape and along the 
South West African coast, with Natal waters contributing slightly 
to the total catch. Four-fifths of the fishing grounds, which are 
estimated to cover 150,000 square miles, are off the West Coast, 
together with the famous Agulhas Bank which stretches from 
Cape Agulhas to Port Elizabeth. 

The aims of the Fisheries Development Corporation include 
both the development of the industry and the provision of ameni- 
ties for the fishermen. Much has been done in both fields, in- 
cluding the construction or improvement of harbours, the pro- 
vision of water supplies, better boats and gears, and the establish- 
ment of factories for the canning of fish and the manufacture of 
fishmeal and fish-body oils, as well as the building of houses and 
the provision of social amenities. 

Pilchards and Maasbankers. The annual appearance of large 
shoals of pilchards and maasbankers off our coasts has long been 
noticed, but the systematic exploitation of these valuable sources 
of food only began during the last war. The meteoric rise of this 
new industry, which now constitutes ‘the most important branch 
An Union’s fisheries’ may be judged from the figures given 

ow: 


ANNUAL LANDINGS OF PILCHARDS AND MAASBANKERS IN 
UNION AND S.W. AFRICA 


Tons 
1943-44 7,500 
1949-50 125,000 
1950-51 430,000 
1951-52... .. 500,000 
1952—March 1953 (15 
Union only) 2,782 


The catch is converted into fish-body oils and fish meal and an 
increasingly larger portion is being canned. 

Trawling is the main source of the fresh-fish industry. The 
155-5 million pounds of fish trawled during 1952 to March 1953 
consisted of the following main types: 
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Million lb. 
Hake (‘Stockfish’) . 
Stocker (Reds, Panga, Gurnards, ete). 5 6 
Kingklip.. 
Sole . 3-8 
Maasbanker 29 
Kabeljou. 1-3 


Inshore Fishing (including line and net fishing). Over the same 
period it is estimated that about 40,000 tons of fish were caught 
inshore, including about 14,000 tons of snoek, of which 8,000 were 
cured and 300 canned. 

Rock Lobsters. The annual production quota is restricted to 
64 to 7 million pounds of tails, representing approximately 20 
million Ib. live weight of rock lobster. Nearly 90°, of the quota 
is exported, either canned or as frozen tails. 

Whaling. During 1952-53 the South African whaling expedition 
to the Antarctic obtained over 150,000 barrels of whale oil and 
over 2,000 whales were caught by shore-based ships. Much of 
this oil is exported, being sold to the British Ministry of Food. 

Shark Fishing has gone through a somewhat peculiar history. 
It developed during the war years owing to the high price of 
vitamin-bearing oils. In 1948 Skaife reported that shark livers 
were yielding 43,000 gallons of oil, but that the shark meat was 
mostly thrown away. Shark fishing virtually ceased when the 
price of vitamin oils dropped. Quite recently the Director of 
Fisheries stated that the demand for shark meat (dried or salted) 
as food for the Native population of Central and East Africa 
was sO great that ‘it was impossible to cbtain enough sharks to 
meet the demand.” It thus seems that the previous position may 
be reversed and that now meat will become the rage product 
and oils the by-product. During 1952 to March 1953 2-5 million 
international units of vitamin A were produced from this source. 

Seaweed as a source of agar. This minor industry started in 
1944. During 1952 to March 1953, 31 tons of agar were extracted 
from about 290 tons of seaweed. About 90°, of the product was 
used in the meat-canning and confectionery industries. 

Canning Industry. The figures below indicate the way in which 
the canning of pilchards and maasbankers has developed. At 
rr there are 13 canning factories in the Union and 6 in S.W. 

rica. 


PRODUCTION OF CANNED PILCHARDS AND MAASBANKERS 
(UNION AND S.W. AFRICA) 


Available for 


Production, consumption 
1,000 /h. (production less 
exports) 
1946-47 (15,000) 
1951 24,977 11,183 
1952 31,500 14,296 
1953 62,318 30,928 
Fishmeal. The production of white fishmeal began in 1937 


and reached an output of 6,363 tons in 1952, of which half was 
used in the Union, mainly for animal feeds. The production of 
fatty fishmeal from pilchards and maasbankers has developed 
rapidly and in 1953 amounted to over 100,000 long tons. Though 
much of this was exported its value as a foodstuff for the animal 
industry is becoming increasingly appreciated. 

Fishmeal for Human Consumption. The possibility of making 
use of this inexpensive but rich source of animal protein and 
mineral salts as a food for humans is under active investigation. 
Although certain technical difficulties remain the results so far 
have teen promising. 

Fish-body Oils. The production of fish-body oils is yet another 
important development that has resulted from pilchard and 
maasbanker fishing. During 1952—March 1953 12 factories in 
the Union produced 17,217 long tons of crude fish-body oil; 
about 9,000 tons were utilized in the Union for making edible 
Or technical grades of hardened fat. As will be seen from Table II 
these oils together with whale oil now constitute an important 
part of our fat supplies. 
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TABLE Il 


(i) IMPORTANCE OF THE SEA AS A SOURCE OF UNION’S OIL SUPPLIES 
(short tons) 
(adapted from Marine Oils Industry of the Union. Board of 
Trade * 1953) 


1938 1951 
Vegetable Oils 14,382 33-1% 40,370 38 -9°% 
Marine Oils 29,073 (a) 66°9% 63,545 (b) 
(a) 66° from whales. (b) 45% from whales. 


(ii) PRODUCTION AND DISPOSAL OF PRODUCTS OF WHALING 
INDUSTRY, 1951 (long tons) 


Utilized 
Production in 
Union 
Oil .. 42,036 10,214 
Meat meal pat ea .. 10,646 7,526 
Bones and bone meal .. 527 527 


(iii) ESTIMATED CONSUMPTION OF VEGETABLE AND MARINE OILS 
BY UNION FOOD INDUSTRIES, 1951 (short tons) 


Vegetable Fish-body Whale 


oils oils oil Total 
Edible Oils, Fats 
and Margar- 
ine .. . 26,090 5,900 3,180 35,150 
Non-food In- 
dustries .- 21,613 10,099 2,069 32,881 
Total .. .. 47,703 15,099 52,069 68,031 


Vitamin Oil (A and D) Industry. Beginning in 1938 this enter- 
prise expanded rapidly during the last war, but has experienced 
a relative decline since 1949, mainly owing to competition from 
the synthetic product. Raw materials are now mainly hake sup- 
plemented by snoek and soupfin-shark livers. The local market 
for vitamin oils is as yet very restricted and the greater part is 
exported. Local demands are for medicinal purposes, for animal 
feeding. and for incorporation in margarine. During 1951 the 
output had reached 8 million million international units. The cost of 
4,000 units from the local hake-liver oil is 0 -07d compared with 
0 -8d for imported halibut-liver oil. Hake-liver powder is a relatively 
new product and is produced on a limited scale. 

Fish Consumption per Capita. During 1953 the total amount of 
fish distributed in the Union was estimated at 193 million pounds 
(Table Ill). If rationed equally amongst the total population 
the amount per capita would be about 15 Ib. annually. But since 
consumption in the rural areas is usually low and is negligible 
in the Native Reserves it would be nearer the truth to calculate 
the annual ration on the total urban population of 5 million; 
this gives us a figure of 38 lb. per capita. Corresponding figures 
(for the total population) of other countries for 1948-49 are: 
India 44; U.S.A. 11; United Kingdom, and also Japan, 59; Norway 
121, and Iceland 260 (F.A.O. 1952). 


TABLE Ill, ESTIMATE OF THE AMOUNT OF FISH DISTRIBUTED IN 
THE UNION, 1953 (a) (short tons) 


Fresh and Frozen Fish and Rock Lobster (4) .. ~11800 
Salted, Dried and Cured Fish 4,000 tons. Fresh Fish 
Equivalent. 
Fish from S.W. Africa distributed in the Union ne 3,000 
Canned Fish and Rock Lobster 8,500 


Total 96,500 short tons or 193 million Ib. 

(a) Kindly prepared by the Director, Fishing Industry 
Research Institute, and calculated from data made available 
by the Division of Fisheries, the Department of Customs and 
Excise and the South African Canner’s Council. 

(b) Includes estimate for fish caught by small craft. 


TABLE IV. AVERAGE AMOUNT OF FISH AND MEAT CONSUMED PER 

CAPITA BY NATIVE MINERS ON WITWATERSRAND AND 0.F.S. 
GOLD FIELDS 

(from Annual Reports of Transvaal and O.F.S. Chamber of 

Mines) 

1940 1950 1951 1952 

353,486 299,019 293,067 298,980 


1-80 2 86 6°59 12-33 


Average Labour Force .. 
Fish consumed, million 
Ib. 
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1940 1950 1951 1952 
Pounds of Fish per capita 
perannum . 4°5 9-6 22 -5 41-2 
Meat, all forms, million 
Ib. -. 68°46 72:36 61:90 68-06 
Pounds of Meat per 
capita perannum 193-7 242-0 211-2 227-6 
On a gold-mining group that has long included fish in the 
ration to its Native miners from the East Coast the relevant 
figures over the same period were as follows (private com- 


munication): 

Average Labour Force .. 109,397 91,525 88,094 84,494 

Fish consumed, million 

Ib. 0-98 0-65 2°19 4°59 

Pounds of Fish per capita 

perannum... 8-9 7:1 24°9 

Fish Consumption hy Natives. An excellent example of the way 
in which even deep-rooted food prejudices can be changed is seen 
in Table IV. It has always been assumed that ‘Natives iust won’t 
eat fish’ but when, during the acute meat shortage, fish was tried 
out on the gold mines it was found that many continued the 
habit thus acquired after the shortage had ended. A leading firm 
of fish distributors informs us that a similar residual increase 
occurs amongst the general population after the end of a meat 
shortage. That urban Natives are becoming regular patrons of 
the fish-and-chip shops is also well known. 

Inland (Freshwater) Fishing. The Provincial authorities are 
taking an increasing interest in the possibility of developing fish 
production in enclosed waters for food as well as for sport. These 
possibilities are being studied at Jonkershoek (Cape) and Lyden- 
burg (Transvaal). A modei fish farm is also being established in 
the Transvaal lowveld at which special emphasis will be placed 
oe ae production of fish, particularly Tilapia, as a source of 


Conservation. The phenomenal increase in the tonnage of pil- 
chards and maasbankers now being caught, and the experience 
of over-fishing in the Californian sardine industry, raise the ques- 
tion of fish conservation in a new and acute form. The Division 
of Fisheries has long been alive to such dangers in respect to 
whales, soles and rock lobster, using various empirical measures 
to guard against them, e.g. fixing a quota for the number to be 
caught, instituting close seasons and restricting the number or 
production levels of factories. As the Director of Fisheries recently 
emphasized ': ‘Fish should be regarded as an annual crop and 
developed and reaped in much the same way as a land crop in 
order to give the greatest continuous return to the largest number 
without prejudicing future production.’ 

Research. But wise conservation must be firmly based on 
adequate knowledge, and the immense difficulty of studying the 
many complex factors that are at work in our vast fishing grounds 
is obvious. Research work is being carried out on an increasing 
but still meagre scale. In his last report the Director of Fisheries 
makes the sadly familiar remark: ‘The Division, relative to its 
assigned functions, remains very far from being adequately equipped 
in men and materials, more especially the former, for its many 
and varied tasks.” 

The treatment of the catch after landing (Fishery Technology) 
is another extensive field which includes the preservation and 
transport of fish as well as the processing thereof into canned, 
salted, smoked and dried fish, fishmeal, oil, and other fish pro- 
ducts. This is the province of the Fishing Industry Research 
Institute, which was founded in 1947. 

Thanks are due to the Department of Commerce and Industries 
and to the Director of Fisheries for permission to quote from the 
latest report of the Division of Fisheries, and to the Director of 
the Fishing Industry Research Institute for comments and for 
supplying additional information. 
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A meeting of the Cape Midlands Branch of the Medical Association 
of South Africa was held on 23 September. After discussion of 
many problems raised, it was resolved nem con ‘That the Branch 
considers it in the best interests of the Association that the Head 
Office remain in Cape Town’. The Federal Council delegates 
were given instructions in accordance with the resolution. 

Sixth Schedule; Potentially Harmful Drugs. A representative 
of the Pharmaceutical Association was present by invitation. 
Meetings had been held of the respective liaison committees with 
the local branch of the Pharmaceutical Association. Mutual 
difficulties were discussed on a broad basis and it was resolved 
that a further combined meeting be held in 6 months’ time when 
suggestions would be brought up to recommend suitable amend- 
ments to the Act, particularly as far as the lists are concerned, 
and an attempt made to eliminate items considered harmless. 

Excessive Fees. The general opinion of the meeting viewed with 
regret that the standard of private fees accepted by the Branch, 


SOUTH AFRICAN SOCIETY OF MEDICAL 


At the Annual Meeting of this Group of the Association, held at 
Port Elizabeth on 21 and 25 June 1954 (Reported in the Journal 
of 18 September 1954, 28, 816), the following resolutions were 
passed: 

That Federal Council be recommended to consider the advis- 
ability of introducing some form of notification of Cancer. 

That Congress urge the Minister of Health to take steps to ensure 
that milk and its products be made increasingly available to the 
lower-income population-group, by subsidy if necessary, in order 
to avoid malnutrition and thus save expenditure on tuberculosis 
and other diseases resulting from malnutrition. 


PASSING EVENTS : 


Dr. Jonathan Gluckman, of Johannesburg, has left for America 
on study leave. He will be away for 6 months. 


* 


Cape Town Paediatric Sub-Group. The next meeting of the above 
sub-group will be held in the E Floor lecture theatre of Groote 
Schuur Hospital, Cape Town, on Friday, 12 November at 8.15 
p.m. Dr. B. Senior will deliver an address on Renal Tubular 
Function. 


A study course in African Culture and its Relation to the Training 
of African Nurses has been arranged by the South African Nursing 
Association. It will be held in the Harveian Theatre, Medical 
School, University of the Witwatersrand, Johannesburg, from 
Monday to Friday, 22-26 November 1954. There will be 4 sessions 
on Monday, 4 on Tuesday, 6 on Wednesday, 3 on Thursday, and 
3 on Friday. 

The speakers will include Dr. S. Biesheuvel (Director of Institute 
of Personnel Research), Dr. P. Tobias (Senior Lecturer in Anatomy, 
Witwatersrand University), Dr. I. J. Grek (Senior Physician, 
Coronation Hospital), Dr. P. Keen (Surgeon-in-Charge, Non- 
European Hospital, Johannesburg), Prof. O. S. Heyns (Professor 
of Obstetrics and Gynaecology, Witwatersrand University), 
Professor Coles (Professor of Bantu Languages, Witwatersrand 
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i.e. Medical Aid fees plus 50°%, was regarded by many as a statutory 
basis from which they did not depart, in spite of the preamble to 
the Medical Aid list of fees. It was considered that this caused 
much hardship to the less well-to-do members of the public. 

In particular, charging fees by time instead of by skill came in 
for severe criticism. It was argued that this lowered the dignity 
and status of the profession to that of a trade, where the slowest 
worker earned the highest fee. The system was severely castigated, 
in that time lost inadvertently by a medical or non-medical member 
of the team might mean appreciable increase in the charge to the 
patient, which he could possibly ill afford. The patient might thus 
become a victim to circumstance over which he had no control. 
The patient places his confidence unreservedly in the hands of 
his doctor, but in such a system neither his own doctor nor the 
patient can have control of the many contingencies that may 
occur, contingencies which are always carefully taken into account 
when charges are made under any but the time system. 


That Congress direct the attention of the Union Government 
to the fact that the expectation of useful Human life has greatly 
increased and recommend that the retirement of public servants 
at the age of 60 years is no longer in keeping with the modern 
outlook. To deprive the community of the services of able and 
experienced administrators is a retrograde policy and contrary 
to the public welfare. 

It was also decided to suggest that at future Medical Congresses 
the congress photograph should be timed so as not to interfere 
with the presentation of papers. 


University), Dr. E. Kahn (Senior Paediatrician, Baragwanath 
Hospital), Dr. E. A. Barker (Medical Superintendent, Charles 
Johnson Memorial Hospital, Nqutu), Mr. M. Marwick (Lecturer 
in Sociology and Psychology, University of Natal), Mrs. P. Epstein 
(Principal, B. G. Alexander Nursing College), Dr. A. G. Oettlé 
(S.A. Institute for Medical Research), Dr. J. F. Murray (S.A. 
Institute for Medical Research), Miss Navid (Director of Family 
Welfare Centre, Alexandria Township), Dr. A. B. Xuma (Medical 
Officer of Health, Alexandria Township) and Dr. Ellen Hellman 
(President, Institute of Race Relations). 

The course is open to all interested persons. The fee for the 
course is £1, and for a full day 5s. (including teas); for a single 
lecture Is. Persons wishing to attend should notify Miss E. W. 
Petersen, Baragwanath Hospital, Johannesburg. 


* * 


Union Department of Health Bulletin. 
ended 30 September 1954. 


Plague, Smallpox, Typhus Fever: Nil. 
Epidemic Diseases in other Countries: 
Plague: Nil. 


a in Chalna, Chittagong, Dacca (Pakistan); Calcutta 
(India). 


Smallpox in Bombay, Calcutta, Kanpur, Madras (India). 
Typhus Fever in Cairo (Egypt). 


Report for the 7 days 
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a marked improvement upon 


TAB. CODEIN. CO. B.P. 


Aspirin, phenacetin, codeine phosphate; there is no more 
familiar group of analgesic drugs. ‘Codis’ improves upon 
it. In Codis the ‘aspirin’ is soluble, as in ‘Disprin’, and 
rapidly forms a solution of palatable calcium aspirin. 

A Codis tablet placed uncrushed in water provides, in a few seconds, 
a solution of calcium aspirin and codeine phosphate, with phenacetin 


in fine suspension. 


The advantages of analgesic therapy with Codis are, rapid 
disintegration of the tablet in water with resulting greater 
ease of administration, and far less likelihood of intolerance 
by the patient. The chance of gastric irritation is minimised 
because there are no undissolved particles of aspirin. 


COMPOSITION: 


Each Codis tablet contains: Acid Acetylsalicyl. B.P. 4 grs., Phenacet. 
P.B. 4 grs., Codeine Phospb. B.P.0.125 grs., Cale. Carb. B.P. 1.2 
ars., Acid. Cit. B.P. (Exsic) 0.4 ars. 


Codis is not advertised to the public. 


RECKITT & COLMAN (AFRICA) LTD., eo. 1097, CAPE TOWN 
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World’s Largest Producer of Antibiotics 


Discoverer o 
tetracycline 


newest broad spectrum antibiotic 


Tetracyn* 


BRAND OF TETRACYCLINE 


newest broad-spectrum antibiotic 


newest anti-infective agent 


Word’ Largest Producer of Antibivties Sole Distributor: 
PETERSEN LTD., 
VITAMIN-MINERAL FORMULATIONS P.O. Box 38, Cape Town. 


P.O. Box 5785, Johannesburg. 
113, Umbilo Road, Durban. 
South Africa. 


® TRADEMARK OF CHAS. PFIZER & CO., INC. 


PFIZER LABORATORIES (SOUTH AFRICA) (PTY) LTD., P.O. Box 7324, Johannesburg. 
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DR. A. MARAIS MOLL : AN APPRECIATION 


Professor F. Forman writes: Dr. Moll retired from the post of 
senior physician at the Groote Schuur Hospital at the end of 
September 1954. He reached 
the retiring age a year ago 
but was asked to stay on for 
another year. 

As we grow older we value 
more and more the human 
and personal side of medical 
practice—not necessarily be- 
cause we know less and less 
of the chemical and electrical 
side so much overstressed 
(relatively) by the younger 
generation. This is the main 
reason why Dr. Moll is going 
to be sadly missed. His is a 
generous and sympathetic 
nature, full of experience. He 
was for many years a general 
practitioner in Paarl. There he was the beloved physician. I knew 
hundreds of his patients (he was also a family doctor) and I 
know in what regard and esteem he was held by them all, 
European and Coloured alike. He has an exceptionally wide 
knowledge and understanding of people and affairs. 


Dr. A. Marais Moll 


IN 


He is one of the most colourful personalities known to me, 
and a most cheery one. Dr. Moll was often chairman of the 
Medical Advisory Committee. We never had a better. With 
him in the chair meetings were a pleasure. He is going to be missed 
in this connexion also. 

Dr. Moll is one of the few men known to me who take their 
committee work with such a sense of responsibility that when 
the need arises to make unpleasant criticisms of colleagues he does 
not shirk it. I honoured him for his courage. On this account, 
too, his going is a serious loss. 

Dr. Moll and I have been close friends for well-nigh 40 years. I 
remember well how on my arrival as a B.A. student at the old 
South African College I found Abie Moll the leader of College 
House and captain of the second rugby team. In Edinburgh Moll 
was often found in the lead in students’ affairs. He is a man of 
many parts. He is my consultant in all matters pertaining to 
gardening. When he first settled in Cape Town as a specialist 
physician he wrote a number of articles of general interest—they 
were of no mean quality. He came from a remarkable family; 
his father was one of Paarl’s outstanding personalities; his mother 
even at her present age and crippled with rheumatism, is a delight 
to meet; and, of course, his brother, Pieter Moll, was well known 
in the medical profession. 


MEMORIAM 


HAROLD DAMANT ATHERSTONE 


The Cape Eastern Branch has submitted the following appreciation: 
With the passing of Dr. Harold Damant Atherstone at Port 
Alfred on 2 September a 


record of 126 years of medical 
practice in one area, by 5 
members of one family, ends. 
The Atherstone family came 
to South Africa in 1820 with 


the British settlers. Dr. John 
Atherstone settled in 
Grahamstown in 1828 on his 
appointment as District Sur- 
geon of Albany. His son, 
Dr. Gaybon Atherstone, of 
ether-anaesthesia fame, was 
first apprenticed to his father 
and after qualifying in Europe 
returned to practice in Gra- 
hamstown, where later he was 
joined by his half-brother, Dr. 
Edwin Atherstone. 

In later life Dr. Gaybon 
Atherstone became M.L.A. 


Dr. Harold Damant Atherstone for Albany and helped the 


Eastern Branch of the B.M.A. to draft a Medical Bill on which 
the Medical and Pharmacy Act of 1891 was founded. His son, 
Dr. Walter Atherstone, practised at Port Alfred, where he was 
later Medical Superintendent of the Port Alfred Mental Hospital. 


Dr. Gaybon Atherstone’s grandson, Dr. Harold Damant 
Atherstone, grew up at Port Alfred. He was educated at St. 
Andrew’s College and took his medical training at Edinburgh. 
On his return to South Africa he joined Dr. C. E. Jones-Phillipson 
in practice at Port Alfred. Shortly afterwards when Dr. Jones- 
Phillipson went on active service in the 1914 War, and later joined 
the specialist ranks in Cape Town, Dr. Harold took over the whole 
Port Alfred practice, which included the posts of District Surgeon 
and Railway Medical Officer. 

He became the trusted family friend and medical advisor of 
many a Port Alfred and Bathurst family, and his kindliness and 
charm endeared him to all who came in contact with him. He was 
heavily handicapped in his work, for his first wife died after a 
long and distressing illness and his own health was never good, 
and often his friends wondered how he managed to carry on his 
practice. He leaves a wife and 2 young children. As neither of 
the 2 sons of his first marriage has joined the medical profession 
it is to be hoped that one day his youngest son will do so and 
carry on the medical tradition of the Atherstone family. 


SYPHILIS AND LIFE EXPECTANCY 


Untreated Syphilis in the Male Negro—A Prospective Study 
of the Effect on Life Expectancy—J. K. Shafer et al. Public 
Health Reports. 69, 684. July 1954. 


While syphilis was one of the chief causes of draft rejection in 
the First World War the programme of control initiated in 1938 
has reduced the syphilis death rate in the 10 year period between 
1939 and 1948 by about 47%. 

The present study analyses the life expectancy of a group of 
408 untreated syphilitic negroes, and compares them with 192 


apparently non-syphilitic, all of whom entered the study during 
1932 to 1933. It was found that the general trend of mortality 
was higher among the syphilitic individuals between the ages 
of 25 to 74 years, and that the life expectancy of an individual 
between 25 and 50 years with syphilis for which he has received 
no appreciable amount of therapy is approximately 17°, less 
on the average than that of an individual in the same age interval 
of a non-syphilitic population. 

F.W.F.P. 
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BOOK REVIEWS 
OBSTETRICAL PHYSIOLOGY 


Physiologie Obstetricale. By Professor H. Pigeaud. (Pp 
401+-vi with 59 illustrations. 3-200 fr.) Paris: Masson et Cie, 
1953. 


Contents: Avant-Propos. I. Phénoménes Biologiques Conditionnant la Nidation 
de l'Ocuf Fécondé. 1. Modifications Cycliques de I’ Appareil Génital de la Femma. 

Les Gameétes. 3. La Fécondation. 4. Migration et Nidation de !'Ocuf. 
ii La Gestation. Les faits anatomiques. 1. Modifications de I’ Utérus Gravide. 
2. Le Développement de I'Ocuf. ‘In Utero’. 3. Modifications Morphologiques de 
l'Organisme Maternel Les faits biologigues. 4. Croissance et Vie du Produit de 
Conception. 5. Nutrition du Foetus. Eéhanges Foeto-Maternels. 6. Le Placenta 
Glande Endocrine. 7. Le Probleme de l'Hérédité. 8. Le Probléme du Deter- 
minisme du Sexe. 9%. Etat Gravidique Physiologique. III. L’ Accouchement. 
Determinisme du declenchement du travail. Phénoménes mécaniques de l'ac- 


couchement. 1. Le Travail. 2. Les Forces. 3. Les Résistances. 4. Etude du 
Mobile 


5. La Délivrance. Consequences de l'accouchement. 6. Modifications 
Puerpérales de l'Organisme Maternel. 7. Le Nouveau-Né. Index Alphabetique 
des Matiéres. 


The author gives an instructive picture of anatomical, obstetrical 
and physiological facts. For teaching and reading, the book will 
certainly be appreciated in French medical schools. There are 
only a few pictures and photographs of histological sections and 
these are fairly well reproduced. The subject-matter of the book 
is clearly set out and the division of its content will help towards 
the understanding of the subject. 

The critical reader, however, will ask himself whether anatomy, 
obstetrics or therapeutics are part of physiology. Any good 
textbook of obstetrics and gynaecology deals with these subjects 
as a matter of course, and even with the physiology. 

As far as therapeutics is concerned, dosage and application of 
drugs are discussed fairly clearly although, again, one is surprised 
to find this subject discussed in a book which proclaims itself 
as one on physiology. In fact, the final impression which remains 
is that the book was written mainly to advocate the particular 
conduct of labour evolved at the school of Lyons. 

The references at the end of each main chapter are numerous 
and the number of publications listed gives proof of the activity 
of the obstetric clinic at the Lyons Medical Faculty. There is, 
however, little mention of work done in other parts of the world. 
Important papers, such as the method and result of intra-aortic 
injection, should be referred to by title and not only by author's 
name, and mistakes in the reference abbreviations should have been 
corrected. The titles of the papers mentioned should have been 
given in the language in which they were written. 

The book is written in French. 

M.W. 


GERIATRIC MEDICINE 


Geriatric Medicine: Medical Care of Later Maturity. Edited 
by Edward J. Stieglitz, M.S., M.D., F.A.C.P. (Pp. 718+-xxiii, 
with 205 illustrations. £6.) Third Edition. Philadelphia, Mon- 
treal, London: J. B. Lippincott Company. 1954. 


Contents 1. Foundations of Geriatric Medicine. 2. Principles of Geriatric 
Medicine. 3. Anatomic Changes of Normal Senescence. 4. Physiologic Changes 
of Normal Senescence. 5. Intellectual Changes of Normal Senescence. 6. Medical 
Care of Normal Senescents. 7. Mental Hygiene in Later Maturity. 8. Medical 
Care of the Normal Aged. 9. Medicolegal Aspects of Senility. 10. Essentials of 
Geriatric Surgery ll. Essentials of Geriatric Anesthesia. 12. Essentials of 
Geriatric Nursing. 13. Malnutrition. 14. Diseases of the Blood. 15. Diabetes 
Mellitus. 16. Gout. 17. Dysfunctions of the Thyroid, the Gonads and the Ad- 
renals. 18. Mental Diseases. 19. Organic Diseases of the Brain, the Spinal Cord 
and the Peripheral Nerves. 20. Diseases of the Eye. 21. Diseases of the Ear. 
22. Diseases of the Upper Respiratory Tract. 23. Chronic Diseases of the Lungs. 
24. Acute Diseases of the Lungs and the Pleura. 25. The Normal Senile Heart. 
26. Cardiac Decompensation. 27. Angina Pectoris, Myocardial Infarction and 
Acute Coronary Failure. 28. Arteriosclerosis. 29 Diseases of the Aorta. 30. Hy- 
pertensive Arterial Disease and Hypotension. 31. Diseases of the Veins. 32. 
Diseases of the Mouth and Teeth. 33. Disease of the Esophagus, the Stomach 
and the Small Intestine. 34. Diseases of the Colon, the Rectum and the Anus. 
35. Diseases of the Liver and the Biliary Passages. 36. Gynecology of Senescence 
and Senility. 37. The Nephritides. 38. Surgical Renal Disease. 39. Diseases of 
the Bladder, the Prostate and the Urethra. 40. Diseases of the Joints. 41. Diseases 
of the Bones. 42. Diseases of the Skin. Index. 


One of the most obvious results of the increase in medical know- 
ledge is an increase in the expectation of life. This in turn leads 
to an increase in the numbers of old people and the subject of 
geriatrics is becoming more and more important. An example 
of this can be seen in the appearance of this 3rd edition of Stieglitz’ 
monumental work. 
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The first few chapters are devoted to the physiological and 
mental changes of normal senescence and there is an excellent 
chapter on geriatric nursing. The bulk of the book is divided 
into chapters, written by different authors: covering the various 
conventional systems. While the subject-matter is excellent and 
cannot be criticized, much of it is standard and has been written 
elsewhere. 

To take two examples, coronary artery disease and carcinoma 
of the lung, though regrettably they may affect quite young people 
too, have always been diseases of older people and the authors 
have not any new contributions to make. More interesting are 
the problems which lie on the boundary between health and 
disease; should hypertension be regarded as so common in old 
people as to be almost normal? Of great value are the portions 
dealing with special reactions of old people to conditions which 
may occur at any time, for example their reaction to acute ill- 
nesses such as pneumonia and their general intolerance to bar- 
biturates. 

However, it is not only physical health which is important 
to the welfare of old people. The authors are at great pains to 
point out the importance of mental health; occupations, interests, 
hobbies, companionship are all valuable if old age is to be happy. 
The chapters dealing with these aspects are written with great 
sympathy and understanding. 

Altogether, a very wide field is covered and this should be a 
useful book for any doctor, especially as there must be few whose 
practices are limited to geriatrics. The book is beautifully pro- 
duced and illustrated. 

H.A.B. 


ANAESTHESIA 


Modern Practice in Anaesthesia. Edited by Frankis T. Evans, 
M.B., B.S., F.F.A.R.C.S., D.A. Second Edition. (Pp. 622+xv, 
with 221 figures.) London: Butterworth & Co. (Publishers), 
Limited. South African office: Butterworth & Co. (Africa), 
Limited, Durban. 1954. 


Contents: 1. History. 2. Anatomy for the Anaesthetist. 
tion. 4. Volatile Narcotics and the Anaesthetic Gases. 5. Description of Appara- 
tus. 6. The Signs of Anaesthesia. 7. The Preparation of the Patient. 8. Basa- 
Narcosis by Means of Rectal Injection. 9. Intravenous Anaesthesia. 10. The 
Principles of Muscular Relaxation. 11. The Relaxants. 12. Intercostal Para- 
vertebral, Epidural and Caudal Block. 13. Spinal Anaesthesia and Analgesia. 
14. Endotracheal Anaesthesia. 15. Balanced Anaesthesia. 16. Post-Operative 
Care and Treatment. 17. Anaesthetic Emergencies. 18. Oxygen Therapy. 19. 
Blood Transfusion and Fluid Replacement Therapy. 20. Anaesthesia in Children. 
21. Anaesthesia in Thoracic Surgery. 22. Machines for Controlled Respiration. 
23. Anaesthesia and Analgesia in Neurosurgery. 24. Anaesthesia’for the Repair 
of Cleft Palate in Infancy. 25. Anaesthesia in Thyroid and Thymus Surgery. 
26. Anaesthesia in Genito-Urinary Surgery. 27. Anaesthesia in Rectal Surgery. 
28. Anaesthesia in Obstetrics. 29. Anaesthesia and Analgesia in Dental Surgery. 
30. Anaesthesia in Old Age. 31. Anaesthesia in Diabetes Mellitus. 32. Anaes- 
thesia and Heart Disease. 33. Anaesthesia and Analgesia in Ophthalmic Surgery. 
34. Shock in Relation to Anaesthesia. 35. Controlled Hypotension. 36. Fires 
and Explosions. Index. 


3. Physiology of Respiral 


Introducing this second edition the publishers remark that it 
presents ‘a complete survey of the most modern methods and 
theories in every branch of anaesthesia today which will serve 
the fullest needs not only of the anaesthetist but of the postgraduate 


reading for a higher qualification.” This sweeping claim is hardly 
warranted. The theories of narcosis are not discussed at all. 

The physics and the chemistry of anaesthesia are presented in 
a disjointed fashion and parts, such as the description of the 
chemical origin of thiopentone (called barbituric acid) could well 
be re-written. Refrigeration anaesthesia, first used in 1646 
(Severino), is referred to only as being ‘ideal in those cases re- 
quiring amputation of an injured limb’, and no description of the 
method is given. The practice of diagnostic and therapeutic nerve 
blocks is completely neglected. 

The is a very creditable publisher’s production but it 
has the usual number of defects inherent in any work which 
attempts, in the compass of a single volume, to serve as a com- 
pendium. In his introduction the editor frankly admits that he 
has intentionally allowed differences of opinion, and even contra- 
dictions, to remain because ‘there must always be divergent views’. 

It is unfortunate that this admirable approach has been ex- 
tended to facts also: Lundy is credited (p. 15) with introducin 
thiopentone in 1933 and, more correctly (p. 180), in 1935; — 
Guedel’s classification of the stages and planes of anaesthesia is 
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recognized by most of the contributors (e.g. pp. 164 and 404), 
yet in the chapter on the Signs of Anaesthesia his classification 
has been ‘improved’ (p. 144). 

Notwithstanding these errors which, together with those pointed 
out by other reviewers, constitute a far smaller proportion than 
those in the first edition, the book is a valuable addition to the 
library of the anaesthetist and can certainly be recommended to 
the postgraduate trainee. It will probably not be of particular 
value to the practitioner anaesthetist and is not suitable for under- 
graduates. 

Certain chapters, notably those on Physiology and on the 
pharmacology and clinical use of the relaxants, are particularly 
commendable. The latter is very well documented and, while 
it may contain certain recommendations which would be unsafe 
in many hands, this is offset by the excellent advice given else- 
where (p. 91) ‘that many patients who have been killed by modern 
anaesthetic methods would still be alive had ether been adminis- 
tered to them instead . . . experience has shown that, in the long 
run, the simplest methods are the best.’ eos 


OBSTETRICS AND GYNAECOLOGY 


A Synopsis of Obstetrics and Gynaecology. By Aleck W. Bourne, 
M.A., M.B., B.Ch. (Camb.), F.R.C.S. (Eng.), F.R.C.O.G. 
Eleventh Edition. (Pp. 536+-vii, with 170 figures. 25s.) Bristol: 
John Wright & Sons, Limited. 1954. 


Contents: Part I. A Synopsis of Obstetrics. Sec tion I. Normal Pregnancy. 
Ovum, Fertilization, and Early Development. 
Umbilical Cord, and Foetus. 3. Changes in the Maternal Organism. 4. Diag- 
nosis of Pregnancy. 5. Duration and Management of Pregnancy, Ante-natal 
Care and Examination. Section II]. Abnormal Pregnancy. 6. Toxaemia of Preg- 
nancy. 7. Abnormalities of the Generative Tract. 8. Diseases of the Ovum. 
9. Ectopic Gestation. 10. Abortion. 11. Associated Disorders. Section 1/1. 
Normal Labour. 12. Physiology and Course of Labour. 13. Mechanism of Normal 
Labour. 14. Management of Normal Labour. Section 1V. Abnormal Labour. 
15. Occipito-Posterior Positions. 16. Face and Brow Presentations. 17. Pelvic 
Presentations. 18. Transverse Positions. 19. Prolapse of Cord and Limbs; Twins. 
20. Contracted Pelvis. 21. Difficult Labour due to Abnormalities of Soft Parts. 
22. Anomalies of Uterine Action. 23. Maternal Injuries. 24. Ante-Partum Hae- 
morrhage. 25. Post-Partum Haemorrhage. Section V. The Puerperium and the 
Newborn Child. 26. Physiology and Management of Puerperal State. 27. Puer- 
peral Infection. 28. Sudden Death and Miscellaneous Disorders in the Puer- 
perium. 29. The Newborn Child. 30. Postnatal Examination and Care. Sec- 
tion VI. Obstetric Surgery. 31. Forceps. 32. Version. 33. Induction of Labour 
and Abortion. 34. Craniotomy; Cleidotomy; Evisceration; Decapitation. 35. 
Caesarean Section; Symphysiotomy; Pubiotomy. 

Part II. A Synopsis of Gynaecology. 36. Anatomy. 37. Development and 
Malformations of the Genital Organs. 38. Sex Hormones; Menstruation; Pu- 
berty; The Menopause. 39. Amenorrhoea; Menorrhagia; Metrorrhagia. 40. 
Dysmenorrhoea. 41. Leucorrhoea. 42. Infections of Vulva and Vagina. 43. 
Infections of Cervix and Corpus Uteri. 44. Infections of Fallopian Tubes, Ovaries. 
and Pelvic Peritoneum. 45. Gonorrhoea. 46. New Growths and Miscellaneous 
Affections of the Vulva. 47. New Growths, Cysts, and Fistalae of the Vagina. 
48. Fibromyomata. 49. Malignant Disease of the Uterus. 50. Ovarian and 
Parovarian Tumours. 51. Endometriosis. 52. Displacements of the Uterus. 
53. Vaginismus, Dyspareunia, and Sterility. 54. Disorders of Micturitin. Index. 


This handy little volume especially fills the needs of the medical 
student revising for examinations. As the author points out, it 
is definitely not intended to take the place of the usual text-books 
on the subject. It is also a very useful book for the busy general 
practitioner to have handy, for in it he can quickly and easily 
look up many of the conditions with which he comes into daily 
contact. 

Treatments are clearly stated and easily referred to. The only 
shortcoming is that some of the newest methods of treatment are 
not sufficiently stressed; e.g., combined oestrogen and testosterone 
treatment for the climacteric patient is only briefly mentioned 
and no mention is made of Rauwolfia or veratrum preparations 
in the treatment of toxaemia. 

D.A.H.duT. 


1, The 
Chorion, Amnion, Placenta, 


BIOGRAPHY 


William Clift. Jessie Dobson, B.A., M.Sc. (Pp 
with 31 plates. 21s.) London: 
Books Limited. 1954. 


Contents: 1. Apprenticeship to John Hunter. 
Museum by the Government. 
the Museum. 5. Clift’s 
scripts. 7. The ‘Lancet’ 
9. Unrolling of the Mummy. 
11. Clift’s Retirement. 
Note on William Owen. 


144-++- viii, 
William Heinemann Medical 


2. Purchase of the Hunterian 
3. Clift’s Duties as Conservator. 4. The work of 
Visit to Paris. 6. The Destruction of Hunter's Manu- 
and the College. 8. Appointment of Richard Owen. 
10. Marriage of Caroline Clift and Richard Owen. 
12. His Last Years. Bibliography. Biographical Notes. 
Note on the Gilbert Family. Index. 


William Clift was not a doctor. A partly-educated country lad, 
he came by chance to be apprenticed in John Hunter’s household, 
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assisting the great master in his enormous comparative anatomical 


‘museum. When Hunter died 2 years after Clift joined him, he had 


so deeply inspired the young country man that he spent the rest 
of his life completing, organizing, cataloguing and caring for the 
collection. For 6 years he watched over it alone and in poverty, 
until the Hunterian Collection was bought by the Government 
and given to the charge of the Royal College of Surgeons. 

Clift was the natural choice for first conservator of the Museum 
and he worked unceasingly in this post for 43 years. His industry 
and patience endeared him to all connected with the College 
and the knowledge he acquired of comparative anatomy was 
recognized by his election as a Fellow of the Royal Society. With- 
out Clift’s life work the Hunterian Collection would have been 
lost or at least meaningless (for most of Hunter’s manuscripts 
were purloined by Sir Everard Home). This is the significance 
to us of Clift’s life: he preserved John Hunter’s unique collection, 
and because of this, he is accorded a line in standard medical 
history books. 

This is a fair appraisal of his place in history provided one 
realizes that a general history is only an outline with nothing 
coloured in. Without Plato we should hardly have known Socrates. 

The book is written by the present Recorder of the Royal 
College of Surgeons’ Museum, mainly from close study of Clift’s 
hitherto unpublished diaries and letters. 

AS.T. 


SPINAL EPIDURAL ANALGESIA 


Spinal Epidural Analgesia. By P. R. Bromage, M.B., B.S. 
(Lond.), F.F.A.R.C.S., D.A. (Pp. 123+-vii, with 41 illustrations. 
15s.) Edinburgh & London: E. & S. Livingstone Ltd. 1954. 


Contents: 1. Introduction. 2. Anatomy. 3. Physiology. 4. Epidural Pressures. 
5. Indentification of the Epidural Space. 6. Drugs, Equipment, Dosage. 7. The 
Blood Pressure. 8. Continuous Fpidural Analgesia. 9. Indications and Contrain- 
dications. Appendix. Authors Index. Subject Index. 


This book, written in easy style, contains a great deal of valuable 
material for general use in anaesthesia. In the chapter on Physio- 
logy there is much of paramount importance in all anaesthesia, 
especially relating to the minimal safe blood-pressure levels for 
different organs of the body and adequate coronary supply. 
The technique of epidural analgesia is thoroughly described, with 
all its pitfalls for the unwary. Little or nothing is left unsaid. 
The enthusiast in this method of producing analgesia will regard 
the book as excellent. The chapter dealing with theories on epi- 
dural pressure and methods of locating epidural space might 
have been condensed. One is left with the feeling that there are 
easier, quicker and probably safer methods of achieving the same 
end. 

J.H.B. 


BASIC ANATOMY 


Basic Anatomy. G. A. G. Mitchell, O.B.E., T.D., M.B., Ch.M., 
D.Sc. and E. L. Patterson, M.D., Ch.B., B.Sc. (Pp. 438 +-viii, 
with 286 figures. 45s.) Edinburgh and London: E. & S. Living- 
stone Limited. 1954. 


Contents: 1. A Brief History of Anatomy. 2. Anatomy. 3. Prenatal and Postnatal 
Development. 4. Animal Cells and Tissues. 5. The Skin. 6. The Bones and 
Joints. 7. The General Arrangement of the Bones and Joints. 8. ‘Can these 
Bones Live?’ 9. The Muscles. 10. The Nervous System. 11. The Vascular System. 
12. The Respiratory and Alimentary Systems. 13. The Urogenital System. 14. 
The Endocrine Glands. Glossary. Index. 


This new text-book of anatomy is based on an_ introductory 
course of lectures given to medical students at the University 
of Manchester. The author’s aim was to present basic information 


about human anatomy, but, as stated in the Preface, they have 
‘often ventured outside the traditional anatomical boundaries’. 
They have included a brief history of anatomy, much histology, 
the basic facts of evolution, morphology and embryology, all 
within the limits of one volume—an ambitious project which must 
have called for much sagacity in making the appropriate selec- 
tions from the vast store of information available. In this project 
the authors have succeeded admirably, and one cannot think 
of a more suitable book to recommend to 2nd-year medical students 
as reading-matter additional to the text of their dissecting manuals. 

The section of Bones and Joints is supplemented by an interest- 
ing chapter entitled ‘Can these Bones live’? Here it is brought 
home very vividly to the student how radiology of the jaws and 
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teeth provides clues to the age of the individual, that re-modelling 
of the maxillae and mandible continues throughout life, what 
information can be gathered from the measurements of the long 
bones, etc. The chapter includes a full-page illustration of a skull 
inside the framework of the living face, an anatomical method 
first used in the identification of the remains of Mrs. Ruxton; 
this case has become a classic in medico-legal literature. 

Professor Mitchell is known for his researches into the anatomy 
of the autonomic nervous system and one looks with special 
interest to chapters 10-13. The delicate nerve-plexuses in the 
intestine and in the walls of the large arteries, as well as the sub- 
peritoneal and subepicardial ones, are all illustrated by excellent 
microphotographs, and the various theories of nerve-impulse 
transmission are discussed more fully than one is accustomed to 
find in anatomical text-books. A novel view expressed is that of 
the essential similarity between the somatic and autonomic nervous 
systems, except that in the latter systems the intercalary or con- 
nector neurone lies outside the central nervous system (p. 238). 
The figures of the spinal cord are nearly all orientated in the 
conventional manner with the dorsal aspect to the top, and it is 
disconcerting to find two of them (Figs. 156 and 175) with the 
opposite orientation; a small matter which could easily be cor- 
rected in the next edition. 

The book, published by Messrs. E. & S. Livingstone, is printed 
throughout on art paper, and the numerous figures and micro- 
photographs are of a very high standard. Ae 

ALK. 


THE VEGETATIVE NERVOUS SYSTEM AND VISCERAL DISEASE 


Symptoms of Visceral Disease: A Study of the Vegetative Nervous 
System in Its Relationship to Clinical Medicine. By Francis 
Marion Pottenger, A.M., M.D., LL.D., M.A.C.P. Seventh 
Edition. (Pp. 446, with 87 text illustrations and 10 colour 
plates. £3 3s. 9d.) St. Louis: The C.V. Mosby Company. 1953. 


Contents: 1. Introductory. Part I. The Vegetative Nervous System 
tative Nervous System: General Considerations. 3. The Vegetative Nervous 
System Anatomically Considered. 4. Location and Functions of Vegetative 
Centers in the Central Nervous System 5. The Vegetative Nervous System: 
General Physiologic Considerations. 6. Pharmacologic Differentiation Between 
Neurons of the Thoracic Lumbar and Craniosacral Outflow. 7. The Relation of 
the Ionic Content and Physical State of the Cell to Cell Activity and Nerve Stimu- 
lation. Part Il. The Relationship Between the Vegetative Nervous System and the 
Symptoms of Visceral Disease. 8. Basis of Classification of Symptoms of Disease. 
9. Symptoms Due to Toxemia. 10. Segementation of the Body. 11. Viscerogenic 
Reflex. 12. Visceral Pain. 13. Reflexes Whose Afferent Impulses Course in the 
Sympathetic System. 14. Reflexes Whose Afferent Impulses Course in the Para- 
sympathetic Nerves. 15. Sympathetic and Parasympathetic Syndromes. 16. 


2. The Vege- 


CORRESPONDENCE 


OOR AKRODINIE (PINK DISEASE) BY KINDERS 


Aan die Redakteur: WHiermee wil ek, as oudstudent van prof. dr. 
E. Janssen, my dank aan hom rig vir sy artikel oor, ,Akrodinie by 
Kinders’ in u laaste uitgawe van die Tydskrif van 11 September. 

Ek het die artikel besonder geniet; nie alleen vir sy akademiese 
en wetenskaplike waarde nie, maar ook vir die aangename en 
praktiese wyse waarin u die hele onderwerp voorgestel het—so ’n 
lekker geselsie oor ’n baie interessante voorwerp. 

Ek stel voor dat die artikel ook in Engels vertaal word sodat ons 
Engelse kollegas die volle waarde daaruit kan put. 

L. M. van Schalkwyk 

Hoogstraat 57 
Oudtshoorn 
13 September 1954 


THE RESULT OF THE POLL 


To the Editor: We note with concern your editorial of 18 September 


1954 on the result of the recent poll. 
tion of the figures is misleading. 
Firstly, we feel that your addition of the 597 votes (Section B1) 
cast in favour of a Specialist Register only to the 409 votes (Sec- 
tion B3) cast in favour of a Register of Specialists plus a Register 
of Consultants, gives an erroneous impression of support to the 
Specialist Register as it now stands; to wit, 1,249 as against 1,006. 
In our opinion this is not what the result conveys at all. In 


We feel that your interpreta- 
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Psychosomatic Approach to Disease. Part I/I. Innervation of Important Viscera 
with a Clinical Study of the More Important Viscerogenic Reflexes. 17. Intro- 
ductory. 18. The Esophagus. 19. The Stomach. 20. The Intestinal Tract. 21. The 
Liver and Gall Bladder. 22. The Pancreas. 23. The Diaphragm. 24. The Bronchi 
and Lungs. 25. The Pleura. 26. The Heart. 27. The Aorta. 28. The Blood Vessels. 
29. The Salivary Glands. 30. The Nasal and Pharyngeal Mucous Membranes and 
Accessory Sinuses. 31. The Larynx. 32. The Eye. 33. The Lacrimal Glands. 
—— Urogenital Tract. 35. The Subdermal Structures. 36. Endocrine Glands. 
ndex. 


The reviewer well remembers how he was somewhat disappointed 
when, soon after graduation, he acquired the 3rd edition of this 
book, which had just been published. The reason for this dis- 
appointment was the discovery that the book dealt mainly with 
the basis of the symptoms of visceral disease. It was not that this 
was not scientifically and soundly dealt with, but he had expected 
that in addition to broad principles and generalizations the de- 
tails of visceral symptomatology would have been discussed. 
In the preface to the second edition the author said that the book 
showed the physiologic basis for many of the symptoms com- 
monly encountered, and offered a means of understanding their 
vagaries as met with in practice. Thus the intention of the author 
is made clear, but rather by the preface than by the title. 

Symptoms of visceral disease are grouped under 3 heads: 
the symptoms which arise from the pathological process in the 
viscus per se, those which are produced reflexly, and those which 
are caused by toxaemia. The author is biased in favour of reflex 
causes. It is surprising that he does not consider—leave alone 
accept—‘true’ visceral pain, i.e. visceral pain which is not reflex 
or referred. And it is stretching things a bit far when he considers 
pneumonia with herpes febrilis to be a reflex pneumonia. 

The heart is dealt with all too briefly and we hear nothing 
of the ‘shoulder-hand’ syndrome. On the other hand the author 
stresses the value of those other trophic changes which occur 
reflexly in visceral disease and which are so commonly neglected 
in practice. No explanation is offered for the occurrence of shoulder 
tip pain in gall-bladder disease and when there is inflamation. 

The reviewer holds slightly different views from what is said 
of spastic constipation (p. 270), bilious attacks (p. 272), intestinal 
toxius (in the same context) and Hirschsprung’s disease. On 
page 109, by a printing error, the subcutaneous dose of adreneline 
is given as | Gm 

In the preface of the 7th edition the author says: “The deeper 
we delve into the mysteries of medicine the more important the 
patient becomes. Man is a thinking and emotional being. It is 
made clear that visceral disturbances are commonly produced by 
psychological causes. 

F.F. 


: BRIEWERUBRIEK 


fact, some of the signatories to this letter, who are opposed to the 
Specialist Register as it is now, considered voting in favour of a 
Register of Specialists plus a Register of Consultants in order 
that they might know which of their colleagues wished to practise 
as consultants and which would continue to practise as specialists. 

Secondly, we disagree with your presumption that ‘the abolition 
of the specialist register would presumably leave any practitioner, 
irrespective of specialist merits, free to practise as a specialist 
and to compete on those terms both with specialists on the con- 
sultant register and with general practitioners. Are not these the 
conditions which the profession rejects by an 8 : 1 vote?’ 

As we see it, 2,241 of our colleagues are in favour of some kind 
of register, 1,511 of whom desire the safeguard of a statutory one. 
The existence of a register would require certain standards which 
most certainly would not leave ‘any practitioner, irrespective of 
specialist merits, free to practise as a specialist’. 

Furthermore, we are surprised that the one outstanding result 
of the referendum, namely, the overwhelming opposition to 
domicilary visiting by specialists (15 : 1) should have failed to 
elicit a comment in this editorial. 

A. M. Whitaker 


Cape Town H. R. B. Wilson 
29 September 1954 J. C. Silberbauer 
G. S. G. Scott 
Peter Shields 
E. T. Anderton 
V. F. Fox 
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Ci LOR-TRIM E TON maleate 


(brand of chlorprophenpyridamine maleate) 


-4mé. Chlor - Trimeton maleate 


¢--}---Special Coating 


4még. Chlor - Trimeton maleate 


8 to 10 symptom-free hours of continuous relief through the day or night 


PROLONGED ACTION is obtained with CHLOR-TRIMETON* REPEAT 
ACTION tablets, 8 mg., which produce both a prempt and sustained antihis- 
taminic effect. The outer coating contains 4 mg., CHLOR-TRIMETON 
Maleate for rapid relief. The core of the tablet contains an additional 4 mg. 
of CHLOR-TRIMETON Maleate in a special coating which releases the drug 
after several hours for a sustained effect. 


OTHER CHLOR-TRIMETON PREPARATIONS 


CHLOR-TRIMETON Maleate INJECTION 

Quick response is obtained with CHLOR-TRIMETON Maleate INJECTION, 
2 ne by intramuscular, intravenous or subcuta administration. The 
chief advantage of CHLOR-TRIMETON Maleate INJECTION is the more 
rapid action of parenterally administered drugs, the high order of safety 
and the high potency resulting in lower dosage. 


CHLOR-TRIMETON Maleate TABLETS 

Relief when needed may be obtained with CHLOR-TRIMETON Maleate 
TABLETS 4 mg., which may be advantageously used, when only a few 
doses daily are required, or when symptoms are of short duration. 


PACKINGS 


CHLOR-TRIMETON REPEAT ACTION TABLETS mg., Bottle of 
ablets 
CHLOR-TRIMETON Maleate INJECTION 2 mg., Box of 6 ampoules 


CHLOR-TRIMETON Maleate TABLETS 4 mg., Bottle of 20 Tablets 
100 Tablets 
500 Tablets 


REG TRADE MARK 
MANUFACTURED IN THE UNION OF SOUTH AFRICA BY 


SCHERAG (PTY.) LIMITED JOHANNESBURG 
FOR AND UNDER THE FORMULA AND TECHNICAL SUPERVISION OF 2) 


CORPORATION BLOOMFIELD, N.J. 
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* TRADE MARK REGD 


VERACOLATE the true choiagogue-choleretic for Bile Salts therapy... 


Veracolate*, which acts as a physiological choleretic and cholagogue in 
restoring the secretion of bile to normal, is a highly effective product for the 
treatment of hepatobiliary disorders. The cholagogic effect is produced by 
the bile salts Sodium Taurocholate and Sodium Glycocholate; the increased 
flow of bile has a valuable flushing effect in the gall-bladder and ducts, and 
the laxative properties of Veracolate promote peristaltic stimulation and 
ensure evacuation. 


e Available in bottles of 50 and 100 tablets. 


INDICATIONS, Functional insufficiency of the liver. Infections of the 
biliary tract. Obstructive jaundice. Biliary drainage (non-surgical). 
During and after pregnancy. Hypoprothrombinaemia. Habitual consti 
pation. For prophylaxis where gall-stone diathesis exists. 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


CAVALOSE DEPRESSANT IN 


HE TREATMENT OF OBESITY 
Each tablet contains: 


Methamphetamine mgms. Enables the patient to adhere to a low 
Amylobarbitone 20 mgms. caloric diet 

Carboxymethy! Cellulose 0.5 gm. 

Riboflavin... ... 


Niacin (Nicotinamide) ... .. 5 mgms. 


Induces a feeling of well-being 


Suppresses bulk hunger 


‘CAVALOSE’ is available in bottles of 50 and 100 


MANUFACTURED IN THE MEDICAL LABORATORIES OF CAVENDISH ““f*!At NY. LTD. 


INFORMATION AND SUPPLIES FROM SOUTH AFRICAN DRUGGISTS LTD. 
DURBAN JOHANNESBURG . CAPE TOWN 
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HEXADOXIN TABLETS 
continue to be the treatment of choice 


DOSAGE: Two tablets three times daily for first day, 
then one tablet three times daily for four to five days. 


(Sugar-coated tablets containing Pyridoxine 20 mg., Phenobarb gr. 4) 


A SOUTH AFRICAN PRODUCT MADE BY 


P.O. Box 256, JOHANNESBURG P.O. BOX 568, CAPE TOWN P.O. BOX 2383, DURBAN P.O. BOX 789, ELIZABETH 


ANAESTHETIC ETHER 


| Manufactured by 


THE NATAL CANE BY-PRODUCTS LTD. 


OF MEREBANK 

Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 

In cases, each containing 
12 x 1 lb. Amber Coloured Bottles, 
similar to those used in Europe. 


For further information please write to the selling Agents 


G. C. SMITH & CO. LTD. 


301 Smith Street, 43, Durban 
Bert Mendelsohn (Pty.) Ltd., Smith & Co., Ltd., 
P.O. Box 565, Johannesburg. Cape Town. 


Box 352, East London. 


University of Natal 
VACANCIES 


MEDICAL SCHOOL, DURBAN 


Applications are invited from suitably qualified persons for appoint- 
ment to the following posts on the staff of the Medical School at 
Durban: 

(a) Senior Lecturer in Medicine 

(6) Senior Lecturer in Surgery. 

The salary scale attached to each of the posts will be £1,200 x 
£50—£1,800 per annum, plus a temporary cost of living allowance 
of £320 per annum payable only to married men. 

The appointment will be made jointly by the University and 
the Natal Provincial Administration, and membership of the 
University Institutions’ Provident Fund will be compulsory, 
contributions being at the rate of 7 per cent of basic salary. 

It is most desirable that the persons appointed should assume 
duty on | January 1955, or as soon as possible thereafter. 

A successful candidate appointed from within the Union of 
South Africa or from territories adjoining the Union (including 
Northern Rhodesia) shall be provided with a first class railway 
fare for himself, and in the case of a married officer, for his wife 
from his home to Durban. Removal expenses not exceeding £50 
may be granted. 

A successful candidate from any other place than those men- 
tioned in the preceding paragraph shall be allowed £200 if married 
and accompanied by his family, or £100 if single, for his expenses; 
provided that in the event of resignation from office before the 
expiration of three years for reasons other than those of health, 
he shall refund, at the discretion of the Council, such portion of 
the monetary allowance for his said passage as is proportionate 
to the unexpired portion of the said period of three years. 

Applications (on the prescribed form) must be lodged with 
the Registrar, University of Natal, King George V Avenue, Durban 
on or before 31 October 1954. Further particulars may be ob- 
tained from the Registrar. 
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The Rheumatic Pulient 
a New Approach 


CLINITEST 


(BRAND) 


URINE-SUGAR DETECTION 
SIMPLE + SWIFT + DIRECT 


Everything needed for reliable urine- 
sugar testing in one set! Each Clinitest In rheumatic disorders the commonest symptom, 
Reagent Tablet contained in the set 
contains all reagents required for copper 
reduction test. No external heating nec- 
essary—tablets generate heat on dis- 


and the most trying to the patient, is pain. 


Following the pain comes muscle spasm, which 


solving. To perform test, simply drop leads to disability, loss of function — then more 
one tablet into test tube containing al 
diluted urine. Wait for reaction, then pain, more spasm. MEPHOSOL containing 


compare with color scale. Tablet refill 
available from your Chemist. Ideal for 
doctor, patient or laboratory. 


mephenesin) breaks this vicious circle by the 


direct aboliti of skeletal muscle pain. It is 


Contact our 
representative for 
literature, today! 


analgesic and antispasmodic. 


CROOKES 


MEPHOSOL 


Registered Trade Mark 


AMES COMPANY, INC. 
Elkhart, Indiana, U.S.A. 


EXCLUSIVE DISTRIBUTOR: DISTRIBUTORS: 
Professional Pharmaceuticals Ltd. B. P. DAVIS LTD. P.O. BOX 3371 
Sana House, JOHANNESBURG 
62 Davies Street 
Johannesburg 
Seuth Africa | THE CROOKES LABORATORIES LIMITED 
PARK ROYAL - LONDON N.W.10 
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CAN CAN... 


with B-COMPLEX THERAPY 


Where 8-Complex therapy is indicated, there is a PETERVITE product to 


WHERE SPEED 
HAS THE ADVANTAGE 


The phenomenal speed of ILFORD Red Seal X-ray film 


is of particular value in thoracic radiography by 


permitting exposures brief enough to eliminate unsharp- 
combined 


with a capacity for recording an unusually wide range 


ness due to involuntary movement. This 


of subject opacities, ensures that lung detail is clearly 


defined in all regions. 


ILFORD 


RED SEAL X-ray Film 


ILFORD LIMITED ILFORD LONDON 


2-2610 


meet individual requirements or preference. 


PETERVITE 
B TABLETS 


Each  chocolate-coated 
tablet contains: 

Thiamine 
Hydrochloride 2.0 mgm. 
Riboflavine 1.5 mgm. 
Pyridoxine 
Hydrochloride 0.25 mgm. 
Calcium 
Pantothenate 2.5 mgm. 
Nicotinamide 20.0 mgm. 
Vitamin Bis 
(Cyanocobalamine) 

1.0 mcgm. 


Bottles of 20, 60 and 
500. 


P.O. Box 38 
CAPE TOWN 


113, Umbilo Road 
DURBAN 


PETERVITE 
ELIXIR 
Each fluid ounce of 
orange flavoured wine 
base contains: 
Thiamine 
Hydrochloride 20 mgm. 
Riboflavine 8 mgm. 
Pyridoxine 
Hydrochloride 2 mgm. 
Calcium 
Pontothenate 10 mgm. 
Nicotinomide 80 mgm 
Vitamin Biz 
(Cyanocobalamine) 
10 mcgm. 
Bottles of 8 oz. and 
80 oz. 


Manufactured in South Africa by 


PETERSEN'S 


Established 1842 


P.O. Box 2238 
SALISBURY 


PETERVITE COMPOUND 
INJECTION 


Each 2 «¢.c. ampoule 
contains: 
Thiamine 
Hydrochloride 10 mgm. 
Riboflavine 2 mgm. 
Pyridoxine 
Hydrochloride 5 mgm. 
Calcium 
Pantothencte 5 mgm. 
Nicotinamide 100 mgm. 
Boxes of 6 x 2 cc 
ompoules. 


RSEN LTD 
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P.O. Box 5785 
JOHANNESBURG 


P.32. 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENTSKAP-AFDELING : AGENCY DEPARTMENT 


CAPE TOWN : KAAPSTAD 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
Waalstraat 35 35 Wale Street 


PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(1596) Kaapse Middellande, WHospitaaldorp. Goedgevestigde 
eenmanspraktyk. Totale Bruto Ontvangste: 1952 + £2,300, 
1953 + £2,430. Prys vir klandisiewaarde, medisyne, meubels en 
instrumente, £750 of naaste aanbod. 
(1457) Goed gevestigde Westelike Provinsie praktyk. Netto 
inkomste oorskry £3,000 per jaar. Huis beskikbaar. Verband 
kan gereél word. Volle besonderhede op aanvraag. 
(1530) Karoodorp. Eenmanspraktyk sonder opposisie. Gemid- 
delde inkomste £2,000 p.j. Premie verlang £700. Huis te huur 
teen £8 p.m. D.S. aanstelling. 
(1653) Noord-Kaapland. Vooruitstrewende woldistrik. Gemid- 
delde ontvangste per jaar £4,150. D.S. aanstelling. Koopprys 
£2,000 sluit ook al die geneesmiddels in, ter waarde van bykans 
£1,000. Huis te koop. 
(1659) Windhoek, S.W.A. Well established prescribing practice. 
Particulars on application. 
(1756) In Oostelike Provinsie-dorp geleé in uitstekende woldistrik. 
£4,208 Kontant ontvangste jaar eindigende Junie 1954. Net cen 
ander geneesheer. Koopprys van £1,375 sluit in geneesmiddels, 
instrumente en apteekmeublement. Betaling kan in paaiemente 
geskied 
(1757) Eastern Province Seaport. Half share in excellent practice 
to gentile purchaser. Knowledge of Afrikaans essential. Fullest 
details on application. 
ASSISTANTS /LOCUMS REQUIRED 

ASSISTENTE /PLAASVERVANGERS VERLANG 
DAAR IS "N DRINGENDE BEHOEFTE VIR ASSISTENTE 
EN PLAASVERVANGERS IN PLATTELANDSE EN STEDE- 
LIKE GEBIEDE. BESONDERHEDE OP AANVRAAG. 


FOR SALE : TE KOOP 


(1513) Spreekkamermeubels, geneesmiddels en instrumente. 
(772) Strand. Instrument cabinet. 
* * * 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE 


(PD28) Durban. General practice also non-European surgery. 
Owing to ill-health owner wishes to sell as soon as possible. Before 
— gross income £3,000 per annum. Premium £2,000. House 
or sale. 
(PD30) Durban. European prescribing practice. Total gross 
receipts average over £2,000 per annum. Good class practice, 
bad debts negligible. Premium £2,650. Transfer and introduction 
by mutual arrangement. Seller intends specialising. 
(PD31) Natal Inland. Unopposed prescribing practice mainly 
Native. Monthly cash receipts average £450. Premium required 
£2,500 includes surgery, furniture and instruments. House for sale. 
All sporting facilities. 

LOCUMS REQUIRED 


(W14) Locum from | January 1955 for one year. Salary to be 
discussed. Natal general country practice with small amount of 
surgery and midwifery. Furnished house available. Must have own 


car. 
(SV5) Locum for January. £3 3s. per day plus board and lodging. 
£10 car allowance and petrol. Natal Hospital town. Travelling 
allowance to and from practice for reasonable distance. 

(LD6) from 8 to 23 January 1955. Natal. Mainly non-European 
dispensing with mine Hospital appointment. Own car necessary. 
£3 3s. per day, all found. 

(FK7) From 1 October for 6 months. Natal general practice. 
£3 3s. per day, all found. Must have own car. 
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ASSISTANT REQUIRED 


(AM2) Assistant required for trial period. If suitable partnership 
will be offered. General practice in select area approximately 
20 miles from Durban. 

(AM4) ASSISTANT WITH VIEW. TERMS TO BE ARRANGED 
OR LOCUM DURING FOUR MONTHS ABSENCE OF ONE 
PARTNER. COUNTRY PRACTICE NEAR PIETERMARITZ- 
a £3 3s. Od. per day, all found. Car essential. IMMEDIA- 


INSTRUMENTS FOR SALE 


Two Electrocardiograph machines in first class order. 
acquiring self-reading machine. Offers to be made. 
Davidson Pneumothorax apparatus. Practically new. Any offer 
considered. 

Super-sonic - “ernie Machine in perfect condition. £250 
immediate sale 


Owner 


* * 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephones: 44-9134, 44-0817 
Mediese Huis, Esselenstraat 5, Telefone: 44-9134, 44-0817 


Tel. Add. : ‘Serpent’ 


ASSISTANTS /LOCUMS REQUIRED 
ASSISTENTE /PLAASVERVANGERS BENODIG 


(670) Southern Rhodesia. An Assistant is required to start 1 De- 
cember. Must have at least 4 years experience. Salary £120/£150, 
according to experience, plus free accommodation. All surgical 
facilities. This assistantship is with a definite view to partnership. 
(669) A Locum is required in a Partnership practice, as from 28 
November till 31 December. Pleasant town with all sport facilities, 
in easy reach of Johannesburg. Excellent terms will be discussed. 
(668) Southern Rhodesia. Locum as from 10 January till end 
February. Salary £3 3s. Od. per day, plus all found, plus travelling 
expenses there and back and all car expenses. Own car not essen- 
tial, but preferred. 

(667) Wes-Transvaal. ‘n Assistent word verlang vir ’n besige 
vennootskapspraktyk. Goeie salaris en voorwaardes sal gereél 
word en die pos bied uitstekende geleentheid vir die regte persoon. 
(666) O.V.S. Plaasvervanger vanaf 15 Desember vir een maand. 
£3 3s. Od. per dag, vry petrol, olie en losies en £10 per duisend myl 
kartoelae. 

(665) Southern Rhodesia. A locum is required for February and 
March. A car and residence will be provided. Terms to be dis- 
cussed. 

(664) Johannesburg. Locum as from 15 November till 20 Decem- 
ber. Own car necessary. Salary and allowances to be discussed. 
(663) Mine Hospital. Locum for 5 weeks as from 1 November. 
Salary £75 p.m. plus C.O.L.A. plus a car allowance. 

(661) Johannesburg. An Assistant is required to start middle of 
October. This is a very large mixed private practice with appoint- 
ments. Own car necessary. Salary and allowances, according to 
experience. A young Jewish doctor is preferred. This assistantship 
is with view to Partnership. 


PARTNERSHIPS OFFERED 
VENNOOTSKAPPE AANGEBIED 


(Pr-S133) Johannesburg. A Partnership is required for a very 
large, well-organised practice with various appointments. As this 
is an extremely busy practice, a young energetic man, of a pleasant 
disposition is preferred. A prospective purchaser could start 
immediately as an assistant. 

(Pr-S153) ‘n Vennootskap word aangebied in ’n groot Trans- 
vaalse hospitaaldorp. Hoewel hierdie praktyk oud-gevestig is, 
brei dit tans nog uit en kan die eienaar nie al die werk behartig 
nie. Geen aanstellings word gehou nie. Alle chirurgie word gedoen 
en iemand met nie minder dan ongeveer ses jaar ondervinding, 
word verkies. Vir iemand wat 'n verplasing na ‘*n groot dorp, 
met goeie hospitaal en groot skole, wil maak, is dit ‘n goeie geleent- 
heid. 


ASSISTENT & LOCUM BENODIG 


Vennootskap op Karoodorp met hospitaal benodig ’n Assistent 
en Locum vanaf | Oktober of 1 November 1954 vir ses (6) maande 
of een (1) jaar. Rig aansoeke aan Pickard & van Rooyen, Prieska. 


: 
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Transvaal Provincial Administration 


VACANCIES : TRANSVAAL PUBLIC HOSPITALS 


Applications are invited from suitably qualified candidates for 
the undermentioned posts at Public Hospitals in the Transvaal. 

Applications should be addressed to the Medical Superin- 
tendents of the undermentioned Hospitals concerned and should 
contain full particulars as to the age, professional and academic 
and language qualifications, experience and conjugal status of 
the applicant and should further indicate the earliest date upon 
which duties can be assumed. Copies, only, of recent testimonials 
to be attached. 

Cost of Living Allowance payable at present to full-time em- 
ployees: 

Cost of Living Allowance 
Salary Marrie Single 
Over £350 per annum. £352 perannum. £110 per annum. 

Full-time employees receive in addition to their salaries and 

cost of living allowance, the following privileges: 
Leave and rail concession. 

Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned. 

Application forms are obtainable from any Transvaal Pro- 
vincial Hospital or the Provincial Secretary, Hospital Services 
Branch, P.O. Box 2060, Pretoria. 

The closing date of applications for undermentioned posts 
will be 3 November 1954. 

Qualifications 

and Remarks 
Registered 
Medical Practi- 
tioner. Adminis- 
trative experience 
a recommenda- 
tion. Plus £180 
per annum house 
allowance. 


do. 
Qualified 
Radiologist. 
Must do duty at 
Klerksdorp, 
Potchefstroom, 
and Wolmarans- 
stad Hospitals. 
Registered 
Medical Practi- 
tioner. Higher 
degree in 
Anaesthetics 
essential. 
Registered 
Medical Practi- 
tioner. Higher 
degree in 
Anaesthetics 
essential. 
Registered 
Medical Practi- 
tioner. Higher 
degree in 
Obstetrics and 
Gynaecology 
essential. 
Registered 
Medical Practi- 
tioner. Higher 
degree in 
Obstetrics and 
Gynaecology a 
recommendation. 
Registered 
Medical Practi- 
tioner. Higher 
degree in 
Anaesthetics a 
recommendation. 


Post Hospital Emoluments 


Medical Pietersburg £1,200 x 50— 
Superintendent 1,500 


Vereeniging do. 
Radiologist Klerksdorp £1,800 p.a. 


Baragwanath, 
Johannesburg 


Paediatrician £1,800 p.a. 


Anaesthetist Baragwanath, 


Johannesburg 


£1,800 p.a. 


Obstetrician 
and Gynaeco- 
logist 


Baragwanath, 
Johannesburg 


£1,800 p.a. 


Assistant 
Obstetrician 
and Gynaeco- 
logist 


Baragwanath, £1,200 x 50— 
Johannesburg 1, 


Assistant Krugersdorp £1,200 x 50— 
1 


Anaesthetist 


Post 
Part-time 
Plastic 
Surgeon 


Part-time 
Thoracic 
Surgeon 
Part-time 
Assistant 
Thoracic 
Surgeon 
Part-time 
General 
Practitioner 
Assistant 
Casualty 
Medical 
Officer 


Medical 
Registrar 


Surgical 
Registrar 


Anaesthetic 
Registrar 


Paediatric 
Registrar 


Registrar in 
Obstetrics 
and 
Gynaecology 


Clinical 
Assistant 
(Surgery) 
Clinical 
Assistant 


Hospital 
Baragwanath, 
Johannesburg 


Baragwanath, 
Johannesburg 


Baragwanath, 
Johannesburg 


Klerksdorp 


Baragwanath, 
Johannesburg 
and the 
University 

of the 
Witwatersrand 
Baragwanath, 
Johannesburg 
and the 
University 

of the Wit- 
watersrand (2) 
Baragwanath, 
Johannesburg 
(4) 


Baragwanath 
and the 
University of 
the Witwaters- 
rand (4) 
Baragwanath, 
Johannesburg 


General, 
Johannesburg 
and the 
University of 
the Witwaters- 
rand 
Baragwanath, 


(2) 
Baragwanath, 
Johannesburg 
and the 
University of 
the Witwaters- 
rand 
Baragwanath, 
Johannesburg 


(2) 
Edenvale, 
P.O. Raedene 


Vereeniging 


Emoluments 


£456 p.a. 
2 sessions 
per week 


£684 p.a. 
3 sessions 
per week 
£615 p.a. 
3 sessions 
per week 


£340 p.a. 
2 sessions 


£620—780— 
820—860 


£620—780— 
820—860 


do. 


£620—780— 
820—860 


do. 


do. 


do. 


do. 


do. 


do. 


Qualifications 
and Remarks 


Registered 
Medical Practi- 
tioner. Higher 
degree in 
Surgery 
essential. 

do. 


do. 


Registered 
Medical Practi- 
tioner. 
Registered 
Medical Practi- 
tioner. Must be 
qualified for at 
least two years. 


do. 


Registered 
Medical Practi- 
tioner. Must be 
qualified for at 
least 2 years. 
Requirements in 
Urology, 
Orthopaedics or 
Plastic Surgery 
for the Specialist 
Register to be 
stated. 

do. 


Registered 

Medical Practi- 

tioner. Must be 

qualified for at 

least two years. 
do. 


do. 


do. 


do. 


xxix 

per week 

£620—900 x 

40—1,020 

< 

| 

= 

= do. 

= 

| 

= = 

ma 


Post Hospital Emoluments and Remarks 

Clinical Vereeniging do. do. 
Assistant 
(Anaesthetics) 
Medical Far East do. Registered 
Officer Rand, P.O. Medical 

New State Practitioner. 

Areas 
Casualty Edenvale, do. do. 
Officer P.O. Raedene 

Far East do. do. 

Rand, P.O. 

New State 

Areas 

Vereeniging do. do. 
Senior Baragwanath, £480 p.a. Registered 
Resident Johannesburg Plus board Medical 
Medical and quarters, Practitioner. 
Officer or an allow- 
(Paediatrics) ance of £120 

p.a. in lieu 
thereof 

Senior Edenvale, do. do. 
Resident P.O. Raedene 
Medical 
Officer 
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Qualifications 
Post Hospital Emoluments Remarks 
Senior Pretoria (2) do. do. 
Resident Must be prepared 
Medical to work in 
Officer Casualty. 
(Orthopaedics) 
Senior Far East do. Registered 
Resident Rand, P.O Medical 
Medical New State Practitioner. 
Officer 
Krugersdorp do. do. 
Vereeniging do. do. 
Or 
Intern Far East £240 p.a. Plus - 
Rand, P.O Board and 
New State quarters or an 
allowance of 
£120 p.a. in 
lieu thereof 
Krugersdorp do. 
Vereeniging do. _— 
Intern Edenvale, do. — 
P.O. Raedene_ To live in 
preferably. 


47335 


University of the Witwatersrand, 


Johannesburg 


ALEXANDRA HEALTH CENTRE AND UNIVERSITY 
CLINIC 


Applications are invited from suitably qualified medical practi- 
tioners for the post of part-time Medical Officer in the above- 
mentioned Institution. The hours of duty are 24 hours in each 
week distributed over six 4 hour sessions from 9 a.m. to 1 p.m. 
or from | p.m. to 5 p.m. arranged to suit the successful candidate, 
where possible. 

The salary attached to the post is £320 per annum plus statutory 
cost-of-living allowance (at present £158 12s. Od. per annum). 

Applications should be addressed to the Assistant Registrar, 
Medical School, Hospital Hill, Johannesburg, from whom further 
particulars may be obtained. 

The closing date for applications is 25 October 1954. 


Provincial Administration of Natal 


VACANCIES : REGISTRARS : KING EDWARD VIII, 
ADDINGTON, GREY’S AND EDENDALE HOSPITALS 


Applications are invited from Registered Medical Practitioners 
for appointment to the posts of Registrar at the following hospi- 
tals: 

King Edward VIII Hospital (Anaesthetics). 

Addington Hospital (Ear, Nose and Throat, General Duties, 

Casualty). 

Grey’s Hospital (General Duties, Anaesthetics). 

Edendale Hospital (Anaesthetics, General Duties). 

Salary is on the scale £720—840 x 60—1,020, and the com- 
mencing salary payable will be determined on the basis of one 
notch on the relative scale for each completed year’s appropriate 
= aan after the completion of the qualifying period of two 


yea 
Cost of Living Allowance is also payable at the following 
rates 
Married (Male)—£320 per annum. 
Single (Male or Female)—£100 per annum. 
It is expected that these posts will be pensionable as from | April 
1955. 


Applications, giving full particulars, should be addressed to 
the Director of Provincial Medical and Health Services, P.O. 
Box 20, Pietermaritzburg. 


AD8362 


Wepener Municipality 


VACANCY 


Applications are invited for the position of part-time Medical 
Officer of Health at a salary of £120 per annum (including Cost 
of Living allowance). 

Full particulars in regard to duties and conditions of service 
are obtainable from the undersigned. 

The appointment is subject to the approval of the Department 
of Health. 

Applications must reach the undersigned not later than 22 
October 1954 

J. C. Geyer 


Town Clerk 


Natalse Provinsiale Administrasie 


VAKATURES : ADJUNK-ASSISTENTGENEESHERE : 
KONING EDWARD VIII-, ADDINGTON-, GREY’S- EN 
EDENDALE-HOSPITALE 


Aansoeke om aanstelling in betrekkings van Adjunk-assistent- 
geneesheer aan ondergenoemde hospitale word van geregistreerde 
mediese praktisyns ingewag: 
Koning Edward VIII-hospitaa! (Narkotisering). 
Addington-hospitaal (Oor, Neus en Keel, Algemene Pligte, 
Ongevalle). 
Grey’s-hospitaal (Algemene Pligte, Narkotisering). 
Edendale-hospitaal (Narkotisering, Algemene Pligte). 

Die salarisskaal is £720—840 x 60—1,020 en die aanvang- 
salaris sal bepaal word op grondslag van een kerf op die betrokke 
skaal vir elke volle jaar gepaste ondervinding na voltooiing van 
die voorbereidingsdiens van twee jaar. 

Daarbenewens is duurtetoeslag teen ondervermelde tariewe 
betaalbaar: 

Getroude mans, £320 per jaar. 
Ongetroudes, £100 per jaar. 

Die stigting van ‘n pensioenfonds word oorweeg en die ver- 
wagting is dat hierdie poste met ingang van | April 1955 pensioen- 
gewend sal wees. 

Aansoeke met volledige besonderhede moet gerig word aan die 
Direkteur van Provinsiale Mediese en Gesondheidsdienste, Posbus 
20, Pietermaritzburg. 

AD8362 


XXX 
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Town Council of Vanderbijlpark 


STAFF VACANCY PART-TIME CLINICAL MEDICAL 
OFFICER 


Applications are invited from bilingual qualified persons for the 
position of: 

Part-time Clinical Medical Officer at « salary of £400 nett. 
per annum, in the Council’s service. 

The successful applicant will be required to carry out 
part-time clinical duties in the Council’s Non-European 
Clinic, District N.W. 2, and will have to devote at least ten 
hours per week to these duties. 

The successful applicant will be required to enter into a contract 
of service which will embody the actual hours of duty and con- 
ditions of service. 

Further particulars in connection with the above-mentioned 
position may be obtained from the undersigned. 

Applications, giving full details of qualifications, experience, 
age and the earliest date on which duties can be assumed, will 
+ aay by the undersigned up to noon on Monday, 25 October 
1954. 

Personal canvassing of Councillors for appointment in the 
gift of the Council is strictly prohibited. Corroborated proof 
thereof shall disqualify a candidate for appointment. 

P. R. Nell 
P.O. Box 3 Town Clerk 
Vanderbijlpark 
27 September 1954 
Notice No. 43/1954 


Stadsraad van Vanderbijlpark 


PERSONEELVAKATURE : DEELTYDSE KLINIESE GENEES- 
KUNDIGE BEAMPTE 


Aansoeke word ingewag van bevoegde tweetalige persone om die 
betrekking van: 

Deeltydse Kliniese geneeskundige beampte in die Raad se 
diens teen ’n salaris van £400 netto per jaar. 

Van die suksesvolle applikant sal vereis word om deel- 
tydse kliniese dienste in die Raad se Nie-blanke Kliniek, 
Distrik N.W. 2, te onderneem, en om ten minste tien uur per 
week daaraan te bestee. 

Van die suksesvolle applikant sal verwag word om ‘n diens- 
kontrak wat die werklike diensure en diensvoorwaardes sal be- 
liggaam, aan te gaan. 

Nadere besonderhede in verband met bovermelde betrekking 
kan van ondergetekende verkry word. 

Aansoeke, waarin volle besonderhede van kwalifikasies, onder- 
vinding, ouderdom en die vroegste datum van diensaanvaardig 
vermeld word, sal tot 12-uur Maandagmiddag, 25 Oktober 1954, 
deur ondergetekende ontvang word. 

Niemand mag persoonlik invloed werf met die doel om aan- 
gestel te word nie; ‘n kandidaat wat hom hieraan skuldig maak, 
kom nie vir die betrekking in aanmerking nie. 

P. R. Nell 


Posbus 3, Stadsklerk 
Vanderbijlpark 

27 September 1954 

Kennisgewing Nr. 43/1954 


INDUSTRIAL MEDICINE 


South African Doctor, at present in London, seeks industrial 
medical appointment. Position in a factory or pneumoconiosis 
unit would be suitable. Assistantship or partnership considered. 
Willing to undertake special studies in U.K. or U.S.A. if desired, 
before returning to South Africa. Qualifications M.B., Ch.B. 
(Cape Town), D.I.H., age 29, married. Reply A.W.K., P.O. 
Box 643, Cape Town. 


TE KOOP 
Goedgevestigde praktyk, geskik vir Afrikaanse geneesheer in 
Bolandse dorp. Eienaar tree uit weens swak gesondheid. Bruto 
inkomste £2,000. Prys vir klandisiewaarde, medisyne in voorraad, 
meubels en toebehore £750. Terme indien veriang. Aansoeke 
aan A.W.L., Posbus 643, Kaapstad. 
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S.W.A.H. 16 (E) 


VACANT DISTRICT SURGEONCY 


Applications for the undermentioned District Surgeoncy, accom- 
panied by particulars as to date and country of birth, qualifica- 
tions, experience and previous and present appointments of 
applicants, should reach the Secretary for South West Africa, 
Windhoek, not later than 3 November 1954. Testimonials (copies) 
may be submitted, but canvassing by petition or otherwise should 
not be resorted to. The appointment is on a part-time basis and 
private practice is not precluded. Applicants should state whether 
they have a knowledge of both official languages. Surgical ex- 
perience will be a recommendation. Applicants must state the 
earliest date on which duty can be assumed. 

District: Keetmanshoop. 

Headquarters: Keetmanshoop. 

Salary: £400 per annum. 

The salary mentioned covers all ordinary and routine services, 
but travelling allowance at | /6 per mile for all mileage travelled 
beyond a radius of three miles from headquarters, night, detention 
at 22/6 and supplementary fees for certain other services will be 
payable, also fees for attendance at courts and inquests in accord- 
ance with the tariff of the Administration’s Branch of Justice. 

Applications should be submitted on Form Z. 83, obtainable 
from Magistrates’ offices. 47368 


S.W.A.H. 16 (A) 


VAKANTE BETREKKING VIR DISTRIKSGENEESHEER 


Applikasies vir die ondergenoemde pos van Distriksgeneesheer, 
met vermelding van datum en land van geboorte, kwalifikasies, 
ondervinding en vorige en teenswoordige aanstellings word deur 
die Sekretaris van Suidwes-Afrika, Windhoek, ingewag, en moet 
hom nie later as 3 November 1954 bereik nie. Getuigskrifte 
(afskrifte) kan ingestuur word, maar geen versoek om onder- 
steuning van applikasie word toegelaat nie. Applikante moet 
vermeld of hulle ° n kennis van albei amptelike tale besit. Die 
aanstelling is van ‘n deeltydse aard en private praktyk word 
toegelaat. 

Chirugiese ervaring sal *n aanbeveling wees. Applikante moet 
die vroegste datum meld wanneer hulle dienste kan aanvaar. 

Distrik: Keetmanshocp. 
Hoofkwartiere: _Keetmanshoop. 
Salaris: £400 per jaar. 

Die genoemde salaris dek alle gewone en roetiene dienste maar 
reistoelae teen | /6 per my! vir alle afstande afgelé buite drie myl 
vanaf Hoofkwartiere, nagverblyf teen 22/6 en bykomende ver- 
goeding vir seker ander dienste word betaal, en ook vergoeding 
vir bywoning van Hofsittings en ondersoeke, ooreenkomstig die 
tarief van die Administrasie se Afdeling van Justisie. 

Applikasies moet ingedien word op vorm Z. 83, wat van enige 
Magistraatskantoor verkrygbaar is. 47368 


CECIL JOHN ADAMS MEMORIAL TRUST 
TRAVELLING FELLOWSHIPS 


Mr. A. E. Adams has established a Trust for the endowment of 
Travelling Fellowships in memory of his son Cecil John Adams 
who lost his life in the last war. 

A Fellowship is of the annual value of about £500 and shall 
be tenable for one complete year of twelve months, but may be 
extended for a further period at the discretion of the Selection 
Committee. Six Fellowships are available. 

Candidates must be South African graduates in Medicine or 
Medical Science, they must have shown promise of being likely 
to profit from further study, research and experience in other 
countries and must have been resident in South Africa for at 
least three years immediately prior to the date of application for 
a Fellowship. 

Application (in triplicate) must be made on a prescribed form 
obtainable from the undersigned, and must reach the Trustee 
by 6 November 1954. 

J. J. Le Roux 


The South African Association Trustee 
6 Church Square 
Cape Town 
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S.W.A.H. 16 (E) 


VACANT DISTRICT SURGEONCY 


Applications for the undermentioned District Surgeoncy, accom- 
panied by particulars as to date and country of birth, qualifications, 
experience and previous and present appointments of applicants, 
should reach the Secretary for South West Africa, Windhoek, 
not later than 10 November 1954. Testimonials (copies) may be 
submitted, but canvassing by petition or otherwise should not be 
resorted to. The appointment is on a part-time basis and private 
practice is not precluded. Applicants should state whether they 
have a knowledge of both official languages. Surgical experience 
will be a recommendation. Applicants must state the earliest 
date on which duty can be assu 

District: Tsumeb. 

Headquarters: Tsumeb. 

Salary: £360 per annum. 

The salary mentioned covers all ordinary and routine services, 
but travelling allowance at | /6 per mile for all mileage travelled 
beyond a radius of three miles from headquarters, night, detention 
at 22/6 and supplementary fees for certain other services will 
be payable, also fees for attendance at courts and inquests in 
— with the tariff of the Administration’s Branch of 

ustice. 

Applications should be submitted on Form Z. 83, obtainabie 
from Magistrates’ offices. 

47369 


S.W.A.H. 16 (A) 


VAKANTE BETREKKING VIR DISTRIKSGENEESHEER 


Applikasies vir die ondergenoemde pos van Distriksgeneesheer, 
met vermelding van datum en land van geboorte, kwalifikasies, 
ondervinding en vorige en teenswoordige aanstellings word deur 
die Sekretaris van Suidwes-Afrika, Windhoek, ingewag, en moet 
hom nie later as 10 November 1954 bereik nie. Getuigskrifte 
(afskrifte) kan ingestuur word, maar geen versoek om onder- 
steuning van applikasie word toegelaat nie. Applikante moet 
vermeld of hulle 'n kennis van albei amptelike tale besit. Die 
aanstelling is van ‘n deeltydse aard en private praktyk word 
toegelaat. 

Chirugiese ervaring sal ‘n aanbeveling wees. Applikante moet 
die vroegste datum meld wanneer hulle dienste kan aanvaar. 

Distrik: Tsumeb. 
Hoofkwartiere: Tsumeb. 
Salaris: £360 per jaar. 

Die genoemde salaris dek alle gewone en roetiene dienste maar 
reistoelae teen | /6 per myl vir alle afstande afgelé buite drie myl 
vanaf Hoofkwartiere, nagverblyf teen 22/6 en bykomende ver- 
goeding vir seker ander dienste word betaal, en ook vergoeding 
vir bywoning van Hofsittings en ondersoeke, ooreenkomstig die 
tarief van die Administrasie se Afdeling van Justisie. 

Applikasies moet ingedien word op vorm Z. 83, wat van enige 
Magistraatskantoor verkrygbaar is. 

47369 


Provincial Administration of Natal 


VACANCY : VISITING ASSISTANT ANAESTHETIST AT 
ADDINGTON HOSPITAL 


Applications are invited from Registered Medical Practitioners, 

for appointment to the post of Visiting Assistant Renee, at 
Addington Hospital. 

Salary: Honoraria, £250 per annum. 
Emoluments, £150 per annum. 

Applications, giving full particulars, should be addressed to 

the Medical Superintendent, Addington Hospital, 

8378 


GROOTHOEK-SENDINGHOSPITAAL 


Aansoeke word ingewag vir die onderstaande pos. Aansoeke 
moet gerig word aan Die Superintendent, Groothoek Sending 
Hospitaal, Zebediela. Deeltydse Sjirurg. Salaris £400 per jaar. 
Twee sessies per week word verwag. 


16 October 1954 


S.W.A.H. 16 (E) 


VACANT DISTRICT SURGEONCY 


Applications for the undermentioned District Surgeoncy, accom- 
panied by particulars as to date and country of birth, qualifica- 
tions, experience and previous and present appointments of 
applicants, should reach the Secretary for South West Africa, 
Windhoek, not later than 3 November 1954. Testimonials (copies) 
may be submitted, but canvassing by petition or otherwise should 
not be resorted to. The appointment is on a part-time basis and 
private practice is not precluded. Applicants should state whether 
they have a knowledge of both official languages. Surgical experi- 
ence will be a recommendation. Applicants must state vant earliest 
date on which duty can be assumed. 

District Grootfontein. 

Headquarters, Grootfontein. 

Salary, £450 per annum. 

The salary mentioned covers all ordinary and routine services, 
but travelling allowance at 1/6 per mile for all mileage travelled 
beyond a radius of three miles from headquarters, night, deten- 
tion at 22/6 and supplementary fees for certain other services 
will be payable, also fees for attendance at courts and inquests 
in accordance with the tariff of the Administration’s Branch of 
Justice. 

Applications should be submitted on form Z.83 obtainable 
from Magistrate’s offices. am 


S.W.A.H. 16 (A) 


VAKANTE BETREKKING VIR DISTRIKSGENEESHEER 


Applikasies vir die ondergenoemde pos van Distriksgeneesheer, 
met vermelding van datum en land van geboorte, kwalifikasies, 
ondervinding en vorige en teenswoordige aanstellings word deur 
die Sekretaris van Suidwes-Afrika, Windhoek, ingewag, en moet 
hom nie later as 3 November 1954 bereik nie. Getuigskrifte 
(afskrifte) kan ingestuur word, maar geen versoek om onder- 
steuning van applikasie word toegelaat nie. Applikante moet 
vermeld of hulle ’n kennis van albei amptelike tale besit. Die 
—s is van ‘n deeltydse aard en private praktyk word toe- 
gelaat. 

Chirugiese ervaring sal 'n aanbeveling wees. Applikante moet 
die vroegste datum meld wanneer hulle dienste kan aanvaar. 

Distrik: Grootfontein. 
Hoofkwartiere: Grootfontein. 
Salaris: £450 per jaar. ; 

Die genoemde salaris dek alle gewone en roetiene dienste maar 
reistoelae teen 1/6 per myl vir alle afstande afgelé buite drie myl 
vanaf Hoofkwartiere, nagverblyf teen 22/6 en bykomende ver- 
goeding vir seker ander dienste word betaal, en ook vergoeding 
vir bywoning van Hofsittings en ondersoeke, ooreenkomstig 
die tarief van die Administrasie se Afdeling van Justisie. 

Applikasies moet ingedien word op vorm Z. 83, wat van enige 
Magistraatskantoor verkrygbaar is. ate 


CLINICAL PATHOLOGIST PARTNER WANTED 


Partner wanted in a young and growing private laboratory in a 
Southern Rhodesian Town. 
Apply for full particulars, giving personal details, qualifications 
_— and one reference to A.W.M., P.O. Box 643, Cape 
own 


BENODIG TWEETALIGE ASSISTENT 


Absoluut tweetalige assistent, by voorkeur iemand met onder- 
vinding benodig in hospitaaldorp. Vennootskap in vooruitsig 
vir geskikte applikant. 

Skryf vir besonderhede aan A.W.J., Posbus 643, Kaapstad. 
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new oral diuretic 


— 


methylxanthine derivative 


DIAMOX is a new product. It is a potent, remarkably DIAMOX should not be used with or immediately 


non-toxic inhibitor of the enzyme, carbonic anhydrase. following administration of ammonium chloride, since 


DIAMOX is neither a gastrointestinal nor a renal 


the acidosis produced by ammonium chloride appears 
irritant. DIAMOX has no cumulative toxic effect, 


even when administered as indicated for an indefinite 
period. 

Clinical studies have shown that many cases of 
cardiac edema which previously required mercurial 
therapy have been maintained edema-free on DIAMOX 
alone. These patients do not show the fluctuations 
in fluid and weight which characterize intermittent 
treatment with mercurials. 


to block the action of DIAMOX. 


After a single morning dose of DIAMOX (5 mg. per 
kg.), a copious diuresis lasting 6 to 12 hours results, 
allowing for an undisturbed night. 

DIAMOX is supplied in scored tablets of 250 mg. 


(1-1} tablets should be administered each morning, 
according to weight). 


LEDERLE LABORATORIES DIVISION ' 30 ROCKEFELLER PLAZA  Fadente 


* Reg. US. Pat. Off 
SOLE SOUTH AFRICAN DISTRIBUTORS: ALEX LIPWORTH LTD., JOHANNESBURG, CAPE TOWN, DURBAN. 
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°Myperysin’ 


for rapid and safe 
antihypertensive effect 


In the treatment of all manifestations of vascular spasm, it is now 
believed that papaverine nitrite has superseded the hydrochloride 
because of the latter's greater toxicity. Furthermore, the classically 
recognized value of nitrites in hypertension and the accepted sedative 
efficacy of papaverine are happily combined in the potentiated 
antispasmodic action of papaverine nitrite — the principal ingredient 
of *Hyperysin.’ 


COMPOSITION 


*Hyperysin’ tablets each contain: 
Papaverine nitrite ee 0.7 gr. approx. 
Hexamethy 3.0 gr. approx. 
Carbromalum B.P.C. .. ae 3.0 gr. approx. 


ADVANTAGES 
Low toxicity: Papaverine nitrite is less toxic than papaverine, 


Synergism: The papaverine nitrite is synergistically potentiated by 
two other reputable sedatives. 


Gradual effect: *Hyperysin’ does not act so abruptly as the majority 
of nitrites. 
INDICATIONS 


*Hyperysin’ is aclinically proven agent in cardiovascular diseases 
manifesting arterial spasm and pathologically raised B.P. 


Essential Hypertension 
Angina Pectoris 
Angiospastic Crises 
Intermittent Claudication 


PACKING: Containers of 15 and 500 Tablets. 


HOMMEL’S HAEMATOGEN & DRUG CO. 


121 NORWOOD ROAD LONDON S.E.24 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 

P.O. Box 39. CAPE TOWN ~- P.O. Box 24. PORT ELIZABETH - P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL - P.O. Box 76. EAST LONDON 

P.O. Box 1102. BULAWAYO, Southern Rhodesia - P.O. Box 379. SALISBURY, Southern Rhodesia 


* 


Printed by National Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medical House, 
35 Wale Street, Cape Town. P.O. Box 643. Telephone 2-6177. Telegrams: ‘Medical’. 
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Evidence has been building up that salicy- carrying out their own “BERMIDE TEST". Send 


lates (in the BERMIDE formula) act in a similar your card to: 
The Pan Pharmacals Company, P.O. Box 4247, Johannesburg. 


manner to A.C.T.H. It is interesting to note 
that the report of the treatment of Rheumatic 
Fever published in the British Medical Journal 
(1952, 2, 582) supports this evidence. 

An abstract of this report is now available SUCCINATE — SALICYLATE THERAPY 
in booklet form on request. It should be of ter he of 


with all rheumatic disorders. 


particular interest to South African physicians 
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DUOSTAB not only controls the distressing 
symptoms of the condition but, owing to its 
anabolic effect, increases the sense of well-being. 


DUOSTAB tablets contain ethinyloestradiol, 
0.01 mg., and methyltestosterone, 3 mg. The 
concomitant use of oestrogen and androgen in 
this physiologically-balanced mixture has the 
following therapeutic advantages — 


1 The blood concentrations of oestrogen and 
androgen produced approximate closely to the 
normal physiological levels of the two types of 
hormone. 


2 The combination has a synergistic trophic 
effect on the vaginal epithelium. 


3 The presence of the androgen permits an 
optimal effect to be produced with a diminished 
dose of oestrogen, thus reducing the risk of 
uterine haemorrhage. 


4 There is a minimum of interference with the 
changes normal to the menopause, whilst the 


uatoward symptoms are adequately controlled. 
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DUOSTAB 


Tablets, each containing: 
Ethinyloestradiol, 0.1 mg. 
Methyltestosterone, 3 mg. 
Available in bottles of 25 and 100 


B.P.D. (S.A.) (Pty.) Ltd. 
275 Commissioner St., Johannesburg 
P.O. Box 45, Jeppestown, Transvaal. 
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